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With the use of medications, 
epileptic students may be enabled 
to participate in many of the same 
activities as other students.’ 


effective anticonvulsants 
for most 


clinical needs 


for control of grand mal and psychomotor seizures 


KAPSEALS® “In the last 15 years several 
new anticonvulsant agents have come into 
clinical use but they have not replaced 
diphenylhydantoin [pDILANTIN] as the most effective single agent for a 
variety of reasons. Most of them are less effective in control of seizures, 
have a greater sedative effect and higher incidence of sensitivity reactions.”? 


A drug of choice for control of grand mal and psychomotor seizures, DILANTIN 
sodium (diphenylhydantoin sodium, Parke-Davis) is available in several 
forms, including Kapseals of 0.03 Gm. and 0.1 Gm. supplied in bottles 


of 100 and 1,000. 


KAPSEALS When it has been dem- 

onstrated that the combination of ; 

Dilantin and phenobarbital is helpful 
in a patient and that these drugs are well tolerated, the use of PHELANTIN, a 
capsule providing both drugs, is often a great morale builder because it 
enables the physician to reduce the total number of pills or capsules the 
patient is required to take. It is less expensive medication and it prevents 
the patient from manipulating the dosage.* PHELANTIN also contains meth- 
amphetamine (desoxyephedrine) to minimize the sedative effect of pheno- 
barbital. 
PHELANTIN KapSeals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephed- 
rine hydrochloride 2.5 mg.) are available in bottles of 100. 


for the petit mal triad 


KAPSEALS SUSPENSION) MiLonTiN is 
ig one of the most effective agents for the 

petit mal epilepsy. Relatively 
free from untoward side effects, miLoNTIN successfully reduces both the 
number and severity of petit mal attacks without increasing the frequency 
or severity of grand mal attacks in those patients with combined petit mal 
and grand mal epilepsy. Also, MILONTIN iS considered an excellent choice 
for initiating therapy in untreated patients.*~° 


MILONTIN KapSeals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 and 
1,000. Suspension, 250 mg. per 4 cc., 16-ounce bottles. 


KAPSEALS  cELontin is effective in the 
treatment of petit mal and psychomotor 
epilepsy. It provides effective contro! with 
a minimum of side effects, frequently checks seizures in patients refrac- 
tory to other anticonvulsant medications, and does not tend to precipitate 
grand mal attacks in those patients with combined petit mal and grand mal 
seizures. For this reason, CELONTIN is useful in treating patients with more 
than one type of seizure and can be given in combination with Dilantin.”"'° 


CELONTIN Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 


bibliog: aphy: 1) Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Williams 
& Wilkins Company, 1956, p. 136. (2) Bray, P. F.: Pediatrics 23:151, 1959. {3} Davidson, D. T., 
Jr., in Conn, H. F.: Current Therapy 1959, Philadelphia, W. B. Saunders Company, 1959, p. 512. 
4) Smith, B., & Forster, F. M.: Neurology 4:137, 1954. (5) Zimmerman, F. T.: New York J. 
Med. 55:2338, 1955. (6) Lemere, F.: Northwest Med. 53:482, 1954. (7) Perlstein, M. A.: Pediat. 
Clin. North America: 4:1079 (Nov.) 1957. (8) Livingston, S., & Pauli, L.: Pediatrics 19:614 
1957. (9) Carter, C. H., & Maley, M. C.: Neurology 7:483, 1957. {10) Keith, H. M., & Rushté 


J. G.: Proc. Staff Meet. Mayo Clin, 33: 105, 1958. 
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ADVERTISEMENTS 5 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patients? as a result of treatment with DECADRON—the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
| DECADRON was virtually unmarred by 


diabetogenic or psychic reactions... 
| Cushingoid effects were fewer and milder 
... and there were no new or “‘peculiar’”’ 
side effects. Moreover, DECADRON helped 
restore a ‘‘natural’’ sense of well-being. 


DEXAMETHASONE * tAnalysis of clinical reports. 
° *DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 
treats more patients &Co,, Inc 
MERCK SHARP & DOHME 


more effectively mQ DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 
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an uncommon antibiotic for common infections 


Offers fast, high blood levels—plus years of clinical effectiveness. And after 
all this time, an unparalleled safety record. 

Available in easy-to-swallow Filmtabs* (100 and 250 mg.); in tasty, citrus- 
flavored Oral Suspension (200 mg. per 5-ml. teaspoonful). 


FILMTAGS—-FILM-SEALED TABLETS, ABBOTT, 001190 
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in the 
when self-medication has delayed 
medical attention... 


respiratory 


COMPLICALIONS 
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Cosa-Tetracyn® — analgesic — antihistamine compound 


act quickly to 
= control secondary infection 
® alleviate cold symptoms 


each capsule contains: 


GBD Science for the world’s well-being PFIZER LABORATORIES, Division, Chas. Pfizer & Co.,Inc., Brooklyn 6, N.Y. 
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ever increasing recommen- 
dation, long demonstrated their confidence 

ifor hrity, and putty of f Children’ 
Greater Protection 


a is quality controlled. No other maker submits | 
aspirin to Such thorough quality controls a — 
Bae This assures unifo 


ee 


ra best tasting aspirin éver made and to. live up - 
to the Bayer family tradition of pro’ 


"There are probably certain medications which are 
have a’ particular confidence. 
: 
You u can depend an depend Bayer for Chil ild rene. 
| By) ASPinin \| 4 
Bayer Aspirin for Children—1% grain flavored 
@ We welcome your requests for samples on Bayer 
_ Aspirin and Flavored Bayer Aspirin for Children, 
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ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 


March 1, 2, 3 and 4, 1960 


Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers on subjects of interest 
to both general practitioner and specialist. 


Panels on Timely Topics Teaching Demonstrations 
Medical Color Telecasts Instructional Courses 


Scientific Exhibits worthy of real study and helpful and time-saving Technical Exhibits 


The Chicago Medical Society Annual Clinical Conference should be a MUST 


on the calendar of every physician. Plan now to attend and make your reserva- 
tion at the Palmer House. 


ANNOUNCING 

SCHERING'S SPASM & PAIN 
NEW SPRAINS, STRAINS, 

MYOGESIC* ra LOW BACK PAINS 


CARISOPRODOL 


*MYOGESIC 
4 Pi — analgesic 


4 


ascorbic 


Saturation doses - the hard way! 


Each of these food portions con- In each Allbee with C: As much as:* 

tains a saturation dose of one of Thiamine mononitrate (B,) 15mg. 6.9 Ibs. of fried bacon 
the water-soluble B vitamins or C. Riboflavin (By). ............. 10mg. 31% ozs. of liverwurst 
The easy way to provide such quan- Pyridoxine HCI (Bs).............. 5mg. 2 Ibs. of yellow corn 
tities of these vitamins with speed, Nicotinamide ............... 50 mg. 11 ozs. of roasted peanuts 
safety and economy is to prescribe Caicium pantothenate . 10mg.  '% Ib. of fried beef liver 


Allbee with C. Recommended in Ascorbic acid (Vitamin C) 250mg. % Ib. of cooked broccoli 


pregnancy, deficiency States, diges- *These common foods are among the richest sources of B vitamins and as- 
tive dysfunction and convalescence. corbic acid. H.A. Wooster, Jr., Nutritional Data, 2nd Ed., Pittsburgh, 1954. 
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Dimetane® Expectorant 


Robitussin® 


Robitussin®A- 


Dimetane® Expectorant-DC 
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These elegant antitussives comprise a group of signifi- 


cantly superior expectorants from which you may select 
the formula best suited for your coughing patient. 


First of all, they have more in common than mere 
delectability to eye and palate: they all include glyceryl 
guatacolate. This remarkable expectorant aids the 
coughing mechanism by increasing the secretion of 
Respiratory Tract Fluid,’ which helps liquefy sputum," 
makes bronchial and tracheal cilia more efficient,!” 
and acts as a demulcent.’** Through its effects, all four 
expectorants promote the natural purpose of the cough, 
which is to remove the irritants that cause it.'” 


In addition, the Robins antitussive armamentarium 
provides a choice of widely accepted drugs in various 
combinations with glyceryl guaiacolate for treating 
different kinds of coughs and associated symptoms. For 
antihistaminic effects, there is Dimetane® or prophen- 
pyridamine; for bronchodilation and nasal deconges- 
tion, there are sympathomimetic agents; and for 
suppression of the “too frequent” cough, there is 
codeine or dihydrocodeinone. 


Blanchard, K., and Ford, R. A.: Journal-Lancet 74:443, 1954. 3. Hayes, E. W., and Jacobs, L.S.: 4 


Robitussin’ 


Each teaspoonful contains: 
Glyceryl 100 mg. 


Robitussin’ A-C | 


Each teaspoonful contains: 


Glyceryl] guaiacolate 100 mg. 
Prophenpyridamine maleate... 7.5 mg. 
Codeine phosphate 10 mg. 


(exempt narcotic) 


Dimetanee | 
Expectorant 


Each teaspoonful contains: 
Parabromdylamine maleate 


Glyceryl guaiacolate 100 mg. 
Phenylephrine HCI, USP........... 5 mg. 


Phenylpropanolamine HCl, 
NNR 


Dimetane° 
Expectorant-DC. 


Each teaspoonful contains the 
Dimetane Expectorant for- 
mula plus Dihydrocodeinone 


(exempt narcotic) 


References: 1, Cass, L. J., and Frederik, W. S.: Am. Pract. & Digest Treat. 2:844, 1951. 2. YE sei /, 


Dis. Chest 30:441, 1956. 4, Blanchard, K., and Ford, R. A.: Rocky Mountain M. J., Vol. 52, J 
No. 3, 1955. 5. Boyd, E. M., and Pearson: Am. J. M. Sc. 2//:602, 1946. A.H.ROBINS COMPANY, INC., RICHMOND 20, VIRGINIA 
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Used in the bath SARDO releases 
millions of microfine water-dispersible 
globules* to provide a soothing, softening 
suspension which enhances your other 
therapy. SARDO baths... 


1 rehydrate the dry, itchy, scaly skin. 


in the bath 


3 act to measurably increase natural 
for atopic dermatitis 


4 minimize loss of natural oil and 
excessive moisture with a fine 
non-occlusive film 


eczematoid dermatitis 


senile pruritus 
Patients will appreciate pleasant, 


convenient, easy to use, pine-scented contact dermatitis 
SARDO, Non-sensitizing. Most economical. 
Bottles of 4, 8 and 16 oz. soap dermatitis 


1. Spoor, H. J.: N. Y. State J. Med. Oct. 15, 1958 


Samples and literature 


yours for the asking. 
75 East 55th Street 


Sar deau, I ne. New York 22, N. Y. ©1959 Patent Pending, T.M. 
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The clock strikes 2— 


and your ulcer patient sleeps undisturbed 


ONE 10 MG. DARICON TABLET AT BEDTIME... 


controls hypersecretion, hypermotility, and 
spasm all night long. The sustained anticholin- 
ergic efficacy of DARICON is inherent in its struc- 
ture and does not depend on special coatings. 


DARICON 


oxyphencyclimine hydrochloride 


8. I. D. DOSAGE 


ONE 10 MG. DARICON TABLET BEFORE BREAKFAST... 


provides dependable relief for at least 12 more 
hours. In a large series of patients with peptic 
ulcer and other gastrointestinal disorders — some 
notably refractory to therapy—8 out of 10 
responded to DARICON. 


For ‘round-the-clock relief 
of ulcer and 
other gastrointestinal disorders 


A Professional Information Booklet is available on request from the Medical Department. 


Pfizer Science for the world’s well-being™ PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 


An emotionally balanced patient 
Thanks to your treatment and the help of 
Deprol, her depression is relieved and her anxi- 
ety and tension calmed. She eats well, sleeps 
well, and can return to her normal activities. 


i 


calms anxiety! 


Deprol helps balance the mood 
by lifting depression as it 
calms related anxiety 


No “‘seesaw”’ effect of amphetamine- 
barbiturates and energizers 

While amphetamines and energizers may stimu- 
late the patient—they often aggravate anxiety and 
tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimu- 
lation—they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety—both at the 
same time. 


Safer choice of medication than 
untested drugs 


Deprol does not produce hypotension, liver dam- 
“age, psychotic reactions or changes in sexual 


function. 
BIBLIOGRAPHY: 1. Al der, L.: Ch h of d Use 
of ined with benactyzine (2-diethylaminoethy! benzilate) 


hydrochloride. J.A.M.A. 166:1019, March 1, 1958, 2. Bateman, J. C. and 
Cariton, H. N.: Deprol as adjunctive therapy for patients with advanced 
cancer. Antibiotic Med. & Clin. Therapy. In press, 1959. 3. Beli, J. L., Tauber, 
H., Santy, A. and Pulito, F.: Treatment of depressive states in office practice. 
Dis. Nerv. System 20:263, June 1959. 4. McClure, C. W., Papas, P. N., 
Speare, G. S., Palmer, E., Slattery, J. J., Konefal, S. H., Henken, B. S., 
Wood, C. A. and Ceresia, G. B.: Treatment of depression—New technics and 
therapy. Am. Pract. & Digest Treat. In press, 1959. 5, Pennington, V. M.: 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, 
schizophrenia and senility. J. Am. Geriatrics Soc. 7:656, Aug. 1959. 6. Rickels, 
K. and Ewing, J. H.: Deprol in depressive conditions. Dis. Nerv. System 20:364, 
(Section One), Aug. 1959. A Ruchwarger, A.: Use of Depro! (meprobamate 

bined with b ) in the office treatment of depression, 


M. Ann, District of Columbia 28: 438, Aug. 1959. 8. Settel, E.: Treatment 
ef depression in the elderly with @ meprobamate- benactyzine hydrochloride 
combination. Antibiotic Med. & Clin. Therapy. In press, 1959. 


DOSAGE: Usual starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d. 
COMPOSITION: 1 mg. 2-diethylaminoethy! benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
SUPPLIED: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 


AMPHETAMINES 
AND ENERGIZERS 
may stimulate the 
patient, but often 
increase anxiety and 
tension. 


AMPHETAMINE: 
BARBITURATE 
combinations may 
control overstimula- 
tion but may deepen 
depression. 


i WALLACE LABORATORIES / New Brunswick, N. J. 
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Available in tiny, easy-to-swallow Filmtabs® and in tasty, cherry-flavored Oral Solution. 


001187 @FILMTAB—FILM-SEALED TABLETS, ABBOT 


ABBOTT 
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New from Lederle 


a logical combination in appetite control 


with dext ine sulfate LEDERLE 


meprobamate eases 
tensions of dieting 


d-amphetamine 
depresses appetite 
and elevates mood 


w 


...without 
overstimulation 


...without 
insomnia 


... without 
barbiturate hangover 


Each coated tablet (pink) contains: 
d-amphetamine sulfate . . . . 5 mg. 
meprobamate.......... 400 mg. 
Dosage: One tablet taken one-half 
to one hour before each meal. 


ederle ) 
(Ledes 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


meprobamate 
= 
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ADVERTISEMENTS 


HOW KENT BLAZED THE TRAIL 
IN FILTRATION 


A major independent research 


under Lorillard sponsorship, determined that 
the average puff of cigarette smoke contains 
over 12 billion semi-solid particles. Further 


research revealed that inhaled 
ordinary cigarettes hasa predomi- 
nant proportion of particles, from 
0.1 to 1 micron in diameter, 
averaging 0.6 micron. 

Ordinary filter fibers are so 
large that they create spaces 
through which the small semi- 
solid smoke particle can easily 
pass. However, in the extraor- 
dinary Kent iilter, the fibers are 
mechanically manipulated in 
such a manner as to create a mul- 
titude of baffles and extremely 
tortuous passageways for the 
smoke. This is the ‘‘Micronite’”’ 
Filter. 

Lorillard pioneered research 
into filtration—creating a filter 


foundation, 


the trail in 
nicotine are 
smoke from 


of extraordinary ability to decrease smoke 
solids. So—from the very start— Kent blazed 


filtration. And, today, tars and 
lowest in Kent’s history. 


This Kent achievement in the field of fil- 


tration was done without sacri- 
fice of rich tobacco flavor. Kent 
uses only natural tobaccos—the 
finest in the world today—to 
give you real tobacco taste. Kent 
satisfies your appetite for a real 
good smoke. 


If you would like the booklet, for 
your own use, “The Story of 
Kent,’’ write to: P. Lorillard 
Company, Research Depart- 
ment, 200 East 42nd Street, 
New York 17, N. Y. 


© 1960, P. Lorillard Co. 


Kent filters best 
Jor the flavor you like 


A Product of P. Lorillard Company—First with the finest cigarettes — through Lorillard Research! 
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tense 
and 
Nervous 
patient 


relief comes fast and comfortably 


—does not produce autonomic side reactions 
—does not impair mental efficiency, motor 
control, or normal behavior. 


Usual Dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar- 
coated tablets or as MEPROTABS* —400 mg. 
unmarked, coated tablets. 


meprobamate (Wallace) 


i) WALLACE LABORATORIES / New Brunswick, N. J. 
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MUSCLE STIFFNESS 


way LUMBOSACRAL STRAIN 


SACROILIAC STRAIN 


to relueve pain 


and stiffness BURSITIS 
an muscles TENOSYNOVITIS 


and joints FIBROMYOSITIS 


LOW BACK PAIN 
DISC SYNDROME 
SPRAINED BACK 
“TIGHT NECK” 


TRAUMATIC STRAINS 
AND BRUISES 


POSTOPERATIVE 
MYALGIA 


WHIPLASH INJURY 
FIBROSITIS i 
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@ Exhibits unusual analgesic properties, different from those 
of any other drug Specific and superior in relief of SoMAtic pain 
m™ Modifies central perception of pain without abolishing natural 


defense reflexes  Relaxes abnormal tension of skeletal muscle 


N-isopropyl-2-methyl-2-propyl-1, 3-propanediol dicarbamate 


@ More specific than salicylates ™ Less drastic than steroids 


@ More effective than muscle relaxants 


soma has an unique analgesic action. It apparently modifies central pain 
perception without abolishing peripheral pain reflexes. SoMa is particularly 
effective in relieving joint pain. Patients say that they feel better and sleep 
better with Soma than with previously used analgesic, sedative or relax- 


ant drugs. 
Soma also relaxes muscle hypertonia, with its stresses on related joints, 
ligaments and skeletal structures. 


acts Fast. Pain-relieving and relaxant effects start in 30 minutes and 
last 6 hours. 


NOTABLY SAFE. Toxicity of SOMA is extremely low. No effects on liver, 
endocrine system, blood pressure, blood picture or urine have been re- 
ported. Some patients may become sleepy, particularly on high dosage. 


EASY TO use. Usual adult dose is one 350 mg. tablet 3 times daily and at 
bedtime. 


suppuieD: Bottles of 50 white coated 350 mg. tablets. 
Literature and samples on request. 


® 
Wy WALLACE LABORATORIES, NEW BRUNSWICK. N. J. 
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This Panalba 
performance... 


: 
- 


sinusiti 

... into a mixed culture 
of the four organisms 
commonly involved 

in sinusitis . . . Str. 
hemolyticus, D. pneu- 
moniae, H. influenzae 
and Staph. aureus 

(in this case a resistant 
strain) ... we introduce 
the five most frequently 
used antibiotics. 

Twenty-four hours later 
(in this greatly enlarged 
photograph), note that 
only one of the five leading 
antibiotics has stopped 
all the organisms, 
including the resistant 
staph! This is Panalba. 

In your next patient with 
sinusitis . . . in all your 
patients with potentially- 
serious infections... 
provide this extra 
protection with your 
prescription: 

Dosage—1 or 2 capsules 

3 or 4 times a day. 
Supplied—Capsules containing 
Panmycin phosphate equivalent 
to 250 mg. tetracycline 
hydrochloride, and 125 mg. 
Albamycin as novobiocin 
sodium, in bottles of 16 and 100. 
Now available: new Panalba 


Half-Strength Capsules in 
bottles of 16 and 100. 


(Panmycin® Phosphate plus Albamycin*) 


The broad-spectrum 
antibiotic of 
first & resort 


Kalamazoo, Michigan 


STRADEMARK, REG. U.S. PAT. 
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The Depinar special repository base permits slow absorption 
from the injection site, thus decreasing the need for frequent 
administration. Depinar continually bathes the tissues in 
vitamin B,, to provide more effective therapy and make 
patients feel better longer. A recent clinical report* shows 
over 98% of Depinar is retained after one week... and 
“Serum level vitamin B,.... sustained for 28 days or more 
from the single dose.” 


Each package of Depinar consists of a multiple dose vial, 
containing cyanocobalamin zine tannate (lyophilized) equivalent to 
2500 meg. vitamin B,.. The vial of diluent contains 5 cc. Sodium 
Chloride Solution for Injection. When reconstituted, 

each ml. of Depinar contains 500 mcg. vitamin By». 


*Thompson, R. E., and Hecht, R. A.: Am. J. Clin. Nutrition 
7:311-317 (May-June) 1959. 


ARMOUR PHARMACEUTICAL COMPANY ¢ KANKAKEE, ILLINOIS 
Armour Méans Protection 


OA. P. Co. 
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0 prevent the 

sequelae of u.r.i. 

...and relieve the 
symptom complex 


Tetracycline-Antihistamine-Analgesic Compound Lederle 


Tonsillitis, otitis, adenitis, 
sinusitis, bronchitis or pneu- 
monitis develops as a serious 

bacterial complication in 
about one in eight cases of 
acute upper respiratory 
infection.’ To protect and 
relieve the “cold” patient... 
ACHROCIDIN. 


Usual dosage: 2 tablets cr 
teaspoonfuls q.i.d. (equiv. 1 Gm. 
» tetracycline). Each TABLET 
contains: ACHROMYCIN® Tetra- 
Cycline (125 mg.); phenacetin 
mg.); caffeine (30 mg.); sali- 
(150 mg.); chlorothen 
(25.mg,). Also as SYRUP 
flavored), caffeine- 


'£5Based on estimate by Van Volken- 
Burgh, V. A., and Frost, W. H.: 


Am. J. Hygiene 71:122 (Jan.) 1933, 


LEDERLE LABORATORIES, 

a Division of 

AMERICAN CYANAMIO COMPANY, 
_ Pearl River, New York 


Where a poly-unsaturated | 
cil is called for in the diet, 
Wesson satisfies the 
most exacting requirements 


(—and the most exacting appetites). 


Compared to other readily available 
vegetable oils, Wesson is unsurpassed 
as a serum cholesterol depressant. 


Each pint of Wesson contains 
- 437-524 Int. Units of Vitamin E 
Faithful adherence to any diet is much more 7 


likely when foods taste good. The preference for , : 
Wesson—amply confirmed by its sales leadership 
for 59 years—has been reconfirmed in recent tests Linoleic acid ete 50% to 55% ' 
with brand identification removed. Housewives | - — 0.4% to 0.7% | 
in a national probability sample indicated marked Total tocopherols 0.09% to 0.12% 
preference for Wesson, particularly by the criteria Never hydrogenated—completely salt free 


of odor, flavor (blandness) and lightness of color. a 
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WHENEVER COUGH THERAPY IS INDICATED 


SYRUP 


THE COND) Rx FOR COUGH CONTROL 


cough sedative / antihistamine / expectorant 


e relieves cough and associated symptoms 

in 15-20 minutes e effective for 6 hours or longer 
e promotes expectoration e rarely constipates 

e agreeably cherry-flavored 

Each teaspoonful (5 cc.) of Hycomine* contains: 


w MORE EFFECTIVE Hycodan® 


NOW TH THE i odei Bi . Smeg. ‘ 
NASAL D ECO RINE Homatropine Methylbromide 1.5 mg. 
PHENYLEPH Pyrilamine Maleate . . 


Ammonium Chloride . . 


Sodium Citrate. . . . 

: Supplied: As a pleasant-to- take syrup. May be habit- 

Femara forming. Federal law permits oral prescription. | (eles 
| ENDO LABORATORIES. Richmond Hill 18, New York » | 


* U.S. Pat. 2,630,400 


4 . . 
e 4 = ( i 
: i 
j 
Fy, 


BERT GOMM!I 


seasoned 


A meal of even the most colorful and the most meticulously prepared food 
can be dreary without salt. Neocurtasal, for the patient on a low sodium 
diet, brings back flavor to food and makes eating a pleasure once more. 


Neocurtasal is also valuable for preventing potassium deficiency 
(weakness, etc.) in patients on diuretic therapy with chlorothiazide or 


its derivatives. 


ocurtasal 


mm, An excellent salt replacement for 
| Salt Free (Low sopium) Diets 


® 


Neocurtasal contains 
potassium chloride, 
potassium glutamate, 
glutamic acid, 
calcium silicate and 
potassium iodide 


(0.01 per cent) 


Supplied in 
2 oz. shakers 
NEQCURTASAL and 8 oz. bottles. 


| SALT suBsTITUTE 


ts UKE TaBLe SALT Sold Only 
rough Drugstores 


Color illustration 
reproduced with 

permission of 

copyright owner: 

©The Champion 

Paper and Fibre Company. 
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New Long Term Chemotherapy 
of RHEUMATOID ARTHRITIS 


“Whatever else may be needed from time to time 
in the management of individual cases, these drugs 
[Plaquenil and Aralen] should always be given 
a prolonged trial (at least six months) as the 
‘mainstay’ of therapy.” 
Bagnall, A. W. (Univ. British Columbia, Van- 
couver, B.C.): A.M.A. Clinical Meeting (Scien- 


tific Section, Exhibit No. 124), Minneapolis, 
Minnesota, Dec. 2-5, 1958. 


“The 4-aminoquinoline drugs (Plaquenil and 
Aralen) together with supplemental agents ad- 
ministered in nontoxic doses effectively maintained 
suppression of the disease in 83 per cent of 194 
patients followed for 18 months.” 


Scherbel, A. L.; Harrison, J. W., and Atdjian, 
Martin: Cleveland Clin. Quart. 25:95, April, 


“When used in tolerated dosage and over a suf- 
ficient period of time, there appears to be a tre- 
mendous therapeutic potential in the antimalarial 
drugs. ... Plaquenil in this study did not have as 
many side effects as Aralen and thus appears to 
be a more practical compound.” 


Cramer, Quentin (Kansas City): Missouri 
Med. 55:1203, Nov., 1958. 


Plaquenil (brand of hydroxychloroquine) and Aralen 
(brand of chloroquine), trademarks reg. U.S. Pat. Off. 
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ADVERTISEMENTS 


V-CILLIN K —twice the blood levels of oral potassium penicillin G 


Infections resolve rapidly with V-Cillin K. All patients absorb this oral 
penicillin and show therapeutic blood levels with recommended doses. The 
high blood levels of V-Cillin K also offer greater assurance of bactericidal 
concentration in the tissues—a more dependable response. 


Dosage: 125 or 250 mg. three times daily. Supplied as scored tablets of 125 
and 250 mg. (200,000 and 400,000 units). 


also available 
V-Cillin K, Pediatric: A taste treat for young patients. In bottles of 40 and 
80 cc. Each 5-cc. teaspoonful provides 125 mg. of V-Cillin K. 


V-Cillin K® (penicillin V potassium, Lilly) 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
033205 
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Scientific 


ARTICLES 


A Preliminary Report 


Urinary Coproporphyrin Excretion 


A. GENE PETERSEN, M.D., Kansas City, Missouri 


Purpose of Study 


THE FOLLOWING STUDY WAS undertaken to evaluate 
the urinary coproporphyrin test in diseases in which 
elevated levels have been reported, as well as in dis- 
eases such as metastatic tumors of the liver for which 
no prior coproporphyrin studies are available. An 
attempt was also made to grade the degree of fluo- 
rescence obtained in the test, although Morgan re- 
ports that in screening for lead absorption fluores- 
cence is graded only as positive or negative. In sev- 
eral cases the effect of storage of the urine for vary- 
ing periods and rechecking for coproporphyrin was 
noted, since it has been stated that urine less than 
24 hours old should be used as a screening test for 
diagnosis of porphyria.? 


Review of Porphyrin Metabolism 


Porphyrin compounds are widely distributed in 
nature in such important substances as hemoglobin, 
myoglobin, and chlorophyll.* The basic structure of a 
porphyrin compound consists of four pyrrole rings 
joined by four methene bridges. The production of 
heme necessary for hemoglobin synthesis begins with 
the formation of beta ketoadipic acid from the re- 
action of glycine and the Coenzyme A derivative of 
succinic acid, The subsequent products formed in 
order are delta amino levulinic acid, porphobilinogen, 
uroporphyrinogen, coproporphyrinogen, protoporphy- 
rin, and finally the last one is heme.* Uropor- 


From the Departments of Pathology and Medicine, St. 
Luke’s Hospital, Kansas City, Mo. 


The metabolism of porphyrin com- 
pounds and the causes of porphyria and 
porphyrinuria are reviewed. 

Urine tests for porphyrins are dis- 
cussed. Five hundred tests on 146 hos- 
pitalized patients showed elevated urine 
copreporphyrin levels in 29.5 per cent. 

Storage of urine from two to 19 days 
did not substantially affect the urine co- 
proporphyrin test in seven instances. 

The presence of increased levels of 
urinary coproporphyrin in a great vari- 
ety of diseases was confirmed, rendering 
the test of little or no value in the differ- 
ential diagnosis of conditions such as 
jaundice, hepatomegaly, fever, anemia, 
and abdominal neoplasms. Results of 
this study suggest that metastatic neo- 
plasms in the liver may be another type 
of hepatic disease associated with ele- 
vated urinary coproporphyrins. 

The test may be of some value in 
checking the early diagnosis of viral hep- 
atitis, being somewhat analagous to the 
urinary urobilinogen test. 


phyrin and coproporphyrin are formed as by-products 
of hemoglobin anabolism from uroporphyrinogen and 
coproporphyrinogen respectively. The normal daily 
excretion of coproporphyrin varies from 60 to 280 
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V-CILLI N K —twice the blood levels of oral potassium penicillin G 


Infections resolve rapidly with V-Cillin K. All patients absorb this oral 
penicillin and show therapeutic blood levels with recommended doses. The 
high blood levels of V-Cillin K also offer greater assurance of bactericidal 
concentration in the tissues—a more dependable response. 


Dosage: 125 or 250 mg. three times daily. Supplied as scored tablets of 125 
and 250 mg. (200,000 and 400,000 units). : 


also available 
V-Cillin K, Pediatric: A taste treat for young patients. In bottles of 40 and 
80 cc. Each 5-cc. teaspoonful provides 125 mg. of V-Cillin K. 


V-Cillin K® (penicillin V potassium, Lilly) 
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rescence obtained in the test, although Morgan re- 
ports that in screening for lead absorption fluores- 
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eral cases the effect of storage of the urine for vary- 
ing periods and rechecking for coproporphyrin was 
noted, since it has been stated that urine less than 
24 hours old should be used as a screening test for 
diagnosis of porphyria.? 


Review of Porphyrin Metabolism 


Porphyrin compounds are widely distributed in 
nature in such important substances as hemoglobin, 
myoglobin, and chlorophyll.* The basic structure of a 
porphyrin compound consists of four pyrrole rings 
joined by four methene bridges. The production of 
heme necessary for hemoglobin synthesis begins with 
the formation of beta ketoadipic acid from the re- 
action of glycine and the Coenzyme A derivative of 
succinic acid, The subsequent products formed in 
order are delta amino levulinic acid, porphobilinogen, 
uroporphyrinogen, coproporphyrinogen, protoporphy- 
rin, and finally the last one is heme.* Uropor- 
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Storage of urine from two to 19 days 
did not substantially affect the urine co- 
proporphyrin test in seven instances. 

The presence of increased levels of 
urinary coproporphyrin in a great vari- 
ety of diseases was confirmed, rendering 
the test of little or no value in the differ- 
ential diagnosis of conditions such as 
jaundice, hepatomegaly, fever, anemia, 
and abdominal neoplasms. Results of 
this study suggest that metastatic neo- 
plasms in the liver may be another type 
of hepatic disease associated with ele- 
vated urinary coproporphyrins. 

The test may be of some value in 
checking the early diagnosis of viral hep- 
atitis, being somewhat analagous to the 
urinary urobilinogen test. 
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of hemoglobin anabolism from uroporphyrinogen and 
coproporphyrinogen respectively. The normal daily 
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micrograms in the urine and from 300 to 1100 mi- 
crograms in the feces. Uroporphyrin excretion normally 
is as much as 20 micrograms daily in the urine and 
feces together. The excretion of these two compounds 
has been likened to that of bilirubin, since biliary 
tract obstruction results in decreased fecal and in- 
creased urinary excretion of the two compounds. 


Porphyria and Porphyrinuria 


Disorders of porphyrin metabolism may be divided 
into porphyria and porphyrinuria. Porphyria is an 
inherited disorder with increased excretion of uro- 
porphyrin and coproporphyrin and often porphobilin- 
ogen in the urine and feces. Porphyria is classified in- 
to erythropoietic and hepatic types. The latter is 
divided into symptomatic porphyria cutanea tarda, 
hereditary porphyria cutanea tarda, acute intermittert 
porphyria, and a mixture combining the latter two 
types. Increased porphobilinogen excretion ordi- 
narily occurs only in acute intermittent porphyria, 
whether the latter is found alone or combined with 
hereditary cutanea tarda in a mixed type of porphyria. 
Porphobilinogen excretion is not increased in eryth- 
ropoietic porphyria and porphyria cutanea tarda. 
However, the Watson-Schwartz urine test for porpho- 
bilinogen may rarely be positive in lead poisoning, 
Hodgkin's disease, cirrhosis, carcinomatosis, polio- 
myelitis, and the Gullain-Barre syndrome.® In por- 
phyrinuria there is increased urinary excretion of only 
coproporphyrin. Causes of porphyrinuria which have 
been reported include diseases of the liver and biliary 
tree such as hepatitis, cirrhosis, and obstructive jaun- 
dice; infectious mononucleosis; Hodgkin's disease 
end some other malignant neoplasms; myocardial in- 
farction; acute rheumatic fever; aplastic, hemolytic, 
and pernicious anemias; leukemia; polycythemia 
vera; elliptocytosis; sprue; pellagra; fever; acute 
poliomyelitis; morphinism; and intoxication with 
gold, arsenic, benzol, and alcohol. 


Porphyrins in Urine 


The amounts of porphobilinogen, coproporphyrin, 
and uroporphyrin normally present in the urine im- 
part no color to the urine. However, when increased 
amounts of uroporphyrin or coproporphyrin are pres- 
ent the urine may vary from red to black in color. 
Porphobilinogen is colorless, but after excretion will 
change to dark black porphobilin on standing in the 
sunlight.7 All porphyrin compounds have the prop- 
erty of pink to red fluorescence when dissolved in 
strong mineral acids or organic solvents and exposed 
to ultraviolet light. This property is due to the meth- 
ene bridges in the porphyrin molecule.* 

In the Watson test for porphobilinogen in the 
urine, the differentiation from urobilinogen is made 


on the basis of insolubility of the porphobilinogen 
aldehyde pigment in chloroform, since both urobilin- 
ogen and porphobilinogen form a red color with 
Ehrlich’s reagent. In this test, diagnostic of acute 
porphyria except in the rare instances mentioned 
above, one ml. of urine, one ml. of Ehrlich’s reagent, 
and two ml. of saturated sodium acetate are mixed 
in a test tube, If no pink or red color forms, neither 
urobilinogen nor porphobilinogen are present. If a 
pink or red color forms, chloroform is added and the 
mixture is shaken. The presence of a pink or red 
color in the chloroform in the bottom of the tube 
due to formation of urobilinogen aldehyde denotes 
the presence of urobilinogen in the urine. This is 
the normal result. If porphobilinogen is present, a 
pink or red color is present in the top of the mixture 
due to the presence of porphobilinogen aldehyde 
pigment. 

The presence and differentiation of uroporphyrin 
and coproporphyrin in the urine are made on the 
basis of solubility of coproporphyrin in ether, uro- 
porphyrin being insoluble in the latter. 

The qualitative urinary test for coproporphyrin is 
used as a screening test for lead absorption.! The 
quantitative urinary coproporphyrin level is reported 
to be one of the four most sensitive tests of hepatic 
dysfunction.® 


Method of Study 


Random urine specimens were obtained on 146 
hospitalized patients, 35 clinically well student 
nurses, and 20 children prior to tonsillectomy while 
asymptomatic. Most of the specimens were obtained 
in the early morning, although a diurnal variation in 
urinary coproporphyrin excretion has been noted in 
patients with disturbed porphyrin metabolism. These 
patients often excrete more coproporphyrin during 
the day than at night while excretion in normal per- 
sons is relatively constant during any 24 hour period.® 
This is reminiscent of the fact, first stated by Watson 
et al., that “considerable variation occurs in urine 
urobilinogen excretion at different times during the 
24 hours, usually much more being eliminated dur- 
ing the day than at night. A number of cases have 
been noted in which the only significant increase was 
in the afternoon sample.” 

The urine samples were refrigerated after collec- 
tion and initially tested in most instances within 36 
hours, although some samples were not tested for 
60 hours. The method used for qualitative determina- 
tion of urinary coproporphyrin was that outlined by 
Morgan, Ten ml. of urine, two drops of glacial 
acetic acid, two drops of hydrogen peroxide, and two 
ml. of ether were placed in a screw-top bottle to pre- 
vent evaporation of ether. After shaking gently, the 
mixture was allowed to stand for 30 minutes, and 
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TABLE I 


CORRELATION OF DEGREE 
OF FLUORESCENCE WITH 
FREQUENCY OF POSITIVE TESTS 
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One Plus 36 29 
Two Plus 2 25 
Three Plus i 
Four Plus 0 1 


then each tube was inspected individually in a dark 
room using ultraviolet light. The upper layer of 
ether normally has a grayish-blue appearance under 
ultraviolet light. The degree of fluorescence in the 
supernatant layer of ether was graded according to 
the following scheme: 


No pink fluorescence .............. negative 
Faint pink fluorescence ............ one plus 
Moderate pink to red fluorescence .... two plus 
Pink to red fluorescence .......... three plus 
Very pink to red fluorescence ....... four plus 


All tests were done in entirety by the writer, and 
the identity of the specimens by name or previous re- 
sults on urine of the same patient were not known 
until after the result had been recorded. The number 
of tests performed on each patient varied from one to 
12, repeated tests being performed when a one plus 
reaction or greater was obtained or when a disease 
was present which was thought a possible cause of 
increased urinary coproporphyrin. Several urine 
specimens were kept refrigerated for periods of two 
to 19 days to note the effect of urine storage on the 
urinary coproporphyrin test. 


Results of Study 


A total of 500 tests was performed on urine speci- 
mens of 146 hospitalized patients, and in addition 
55 tests on student nurses and asymptomatic children. 
The 55 tests on the latter two groups were all nega- 
tive for urinary coproporphyrin by the method used. 
In the hospitalized patients, 96 positive tests were 
found, or 19.2 per cent of the total tests done. The 
positive tests were found in 43 patients, or 29.5 per 
cent of the 146 patients tested. In the 32 patients in 


whom orily one or two positive tests were obtained, 
39 of 122 tests or 32 per cent were positive. How- 
ever, in the 11 patients in whom three or more tests 
were positive, 57 of 94 tests or 61 per cent were 
positive. Furthermore, as shown in Table 1, in the 
patients with only one or two positive tests, the great 
majority of tests were graded as one plus fluorescence, 
while in the patients with three or more positive tests, 
50 per cent of the tests were graded as two plus or 
greater. 

Seven urine specimens of three patients were re- 
frigerated and checked for coproporphyrin at varying 
intervals. The results are shown in Table II. After 
storage of from two to 19 days, no specimen showed 
a change in the qualitative urinary coproporphyrin 
value of over one reading. In the specimens which 
were positive initially, there was usually a gradual 
slight decrease in the degree of fluorescence, but none 
of these specimens ever gave a negative reading. Some 
of the change may actually represent a variation in 
interpretation of the degree of fluorescence rather 
than a change in the coproporphyrin level. 

Table III lists the diagnoses or conditions present 
in 51 of the patients whose urine was tested, together 
with the results of the urine coproporphyrin test. In 
general, the results confirm the presence of increased 
urinary coproporphyrin in some of the diseases listed 
in many articles in the literature. Thus three of four 
cases of portal cirrhosis showed positive tests. Only 


TABLE II 


EFFECT OF STORAGE OF URINE ON 
URINARY COPROPORPHYRIN TEST 


Urine Specimen 1 
Urine Specimen 2 
Urine Specimen 3 
Urine Specimen 1 
Urine Specimen 2 
Urine Specimen 1 
Urine Specimen 2 


Patient M.A.H. 


Patient 
| Patient F.L. 
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3 3 2 0 
4 1 
5 2 
6 3 
7 2 
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16 2 
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TABLE III 
URINARY COPROPORPHYRIN TEST 
Number of Patients 
ONE OR ALL 
MORE TESTS 
POSITIVE NEGA- 
Diagnosis* TESTS TIVE 
Portal Cirrhosis 3 1 
Viral Hepatitis 3 1 
Infectious Mononucleosis 
With Hepatitis 1 0 
Jaundice Due to 
Chlorpromazine 0 1 
Hepatomegaly Due to 
Heart Failure 0 1 
Common Duct Stone (s) 4 1 
Metastatic Carcinoma 
of Liver 4 3 
Neoplasms Without Known 
Liver Metastases 9 4 
Hodgkin's Disease 0 2 
Fever over 100° 4 4 
Pernicious Anemia 1 0 
Iron Deficiency Anemia 2 2 


* All cases of cirrhosis and neoplasms were verified by 
liver biopsy, surgery, or autopsy. 


One specimen was checked on the one patient with 
cirrhosis whose urine was negative. Four of five cases 
of hepatitis were pesitive, including a case of infec- 
tious mononucleosis in which secondary hepatitis 
with a total serum bilirubin of four mg. per cent was 
present. In one case of liver disease in which elevated 
urinary coproporphyrin was not found, only one test 
was performed, and the disorder was of a mild de- 
gree as evidenced by a total serum bilirubin of 1.2 


Foreign Students 


mg. per cent and a serum transaminase level of 98 
units. The diagnosis in this case was not definitely 
established. The patient with jaundice associated with 
chlorpromazine medication had received 300 mg. of 
the drug. The total serum bilirubin was 2.9 mg. per 
cent and the transaminase 50 units. In the patients 
with known metastatic carcinoma of the liver, four 
of seven showed elevated urinary coproporphyrin 
levels. Of 13 other patients with known abdominal 
and pulmonary neoplasms, nine showed positive 
tests. There is a possibility of hepatic metastases in 
these 13 patients. The patient with a benign adenom- 
atous polyp of the colon had a positive test on six 
of nine urine specimens, including two readings of 
two plus. 


Department of Pathology and Medicine 
St. Luke’s Hospital, Kansas City, Missouri 
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The number of foreign students studying in the United States has increased 38 per 
cent in the last five years, the Institute of International Education reported in a survey. 

The 47,245 students from 131 countries registered in U. S. colleges and universities 
this year represent a nine per cent increase over the number last year and an 86 per cent 
increase over that of the academic year 1948-49. According to all available statistics, the 
current figure represents the largest foreign student population in any country of the 


world. 


The survey on foreign physicians showed a new high of 8,392 doctors from 91 coun- 
tries in training here this year—an increase of 10 per cent over last year and 65 per cent 
over five years ago. The Far East again sent the largest number, with the Middle East 
showing the greatest increase—25 per cent more doctors than last year. 
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Workmen's Compensation 


The Rights, Privileges, and the Obligations 


M. E. PUSITZ, M.D., Topeka 


MANY EMPLOYERS BELIEVE THAT charges made by a 
“company doctor’ are less. This may or may not be 
true, but the old adage “you get what you pay for’ 
(and its corollary, “you pay for what you get’) has 
been found to be basically true. There is a definite 
fee schedule, which is clearly delineated in the hand- 
book, in section 51-9-7, and under other circum- 
stances. Once a fee for a certain procedure is adopted, 
this remains as the fee (and for like services), and 
cannot be raised except by law amendment. True, 
this fee can be lowered voluntarily by the doctor, if 
he so desires, but this represents the vicious aspect 
of contract practice. The cut-rate price system should 
not be introduced into the practice of medicine. One 
must not confuse “‘cut-rate” fees with the ‘sliding scale 
of fees’ which so many doctors practice. The latter 
is ethical and, indeed, is warranted by one code of 
ethics of the American Medical Association, Cut-rate 
prices would destroy the original intent of the law. 
Firstly, the elevation of the stature of man; secondly, 
the giving up of all recourse by the doctor, yet to 
regard the workman as a private patient regardless 
of the actual amount paid and the extent of the serv- 
ices rendered; thirdly, the protection afforded to the 
employer, or his carrier, by imposing a maximum 
for medical expense (with the right to pro-rate). 


A.M.A. Code of Ethies 


The agreement of the medical profession to work 
under workmen’s compensation law should not be 
construed as contract practice in a vicious sense. The 
code of ethics of the American Medical Association 
states: 


“The interjection of a third party who has a 
valid interest, or who intervenes between the 
physician and the patient, does not per se cause 
a contract to be unethical. A third party has a 
valid interest when, by law or volition, the third 
party assumes legal responsibility and provides 
for cost of medical care and indemnity for oc- 
cupational disability.” 


However, once the third party assumes this re- 
sponsibility, then the stature of the patient (work- 
man) becomes not that of the individual but that of 
the third party who has intervened. The schedule of 
fees in 51-9-7 of the handbook becomes operative. 


5 


For Physicians in Kansas—Part II 


This will answer a frequent question why the doctor 
may charge a workman, injured on his own, a lesser 
fee than may be indicated in 51-9-7. This is entirely 
a matter at the discretion of the doctor (sliding scale 
of fees) ; is purely a personal affair. 

Another complaint has to do with the duration of 


A presentation of some important 
provisions of our Workmen’s Compen- 
sation Law and a discussion of the ways 
in which the physician is involved—his 
obligations and his rights. The impor- 
tance of moral integrity to insure the 
best treatment and ultimately the best 
disability evaluation for the workman. 
The first section of this article may be 
found in the December 1959 issue of the 
Journal. 


treatment, The first group of doctors (who speak of 
cures”) are more apt to terminate treatment earlier. 
In this, they are entirely honest and sincere; it is be- 
cause they regard the remaining symptomatology as 
relatively unimportant (especially where few ob- 
jective signs remain). The second group of doctors 
(maximum improvement) is more apt to give cre- 
dence to this symptomatology. Treatment will be more 
prolonged but the ultimate final disability will be 
lowered. As far as the patient is concerned, pain is 
pain, regardless of what the doctor may or may not 
believe. The crux of the problem is the doctor-patient 
relationship which has been stressed previously. Dis- 
satisfaction on the part of the patient (and the con- 
tinued complaint of pain) is the most certain way of 
destroying the doctor-patient relationship; once this 
is destroyed, it is best for all concerned that another 
doctor be called into the case. 


Plaintiff Doctor—Company Doctor 


The apparent contradictory status of these two 
groups of doctors has enabled the legal profession to 
introduce the appellations of plaintiff doctor and 
company doctor; to match their appellations in their 
own ranks of plaintiff lawyer and defendant lawyer. 
These terms are not only questionable, but at times 
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are “vicious.” Obviously, in any lawsuit (and a com- 
pensation hearing can be compared to a lawsuit), 
there must be a plaintiff lawyer and a defendant 
lawyer, or the case could not be heard (unless one 
side or the other or both are unrepresented by coun- 
sel). In order to sway opinion, either of members of 
the jury or of the doctor, these terms are glibly in- 
troduced by the “legal expert’’ (especially where the 
facts of the case are against him). Since the witness 
is under oath, this is not of the slightest consequence 
in any individual case. The young doctor is, at times, 
swayed by these appellations, but soon learns better 
with practice (to differentiate between ethics and 
economics). In cases tried by a judge (without a 
jury) seldom do these appellations appear. The man- 
ner of thinking of the “legal expert’ depends upon 
which side of the fence he is on; his mode of ap- 
proach may be entirely contradictory in two different 
cases. The doctor, however, regardless of which side 
he is on, does not conform (plaintiff or defendant) ; 
the opinion is his, and his alone. 

Once a patient has been discharged by the company 
doctor, and especially has been given a permanent 
partial disability rating, and the patient is still unable 
to return to work for reason of pain and suffering or 
deformity ; and the workman is desirous of obtaining 
such treatment as will enable him to return to work 
and to get relief from pain and suffering; and it is 
later shown that this patient could receive such treat- 
ment; then there is no question of dereliction and 
derelict or unreasonableness. For the employer to 
then turn around, after evidence has been presented, 
and desire the patient to return to a “company doctor” 
is stretching matters too far. This would underrnine 
all the rights which the workingman has under the 
law, and would destroy the doctor-patient relation- 
ship so valuable for the best result. Nowhere in the 
law can be found a section which states that after 
dereliction (or even unreasonableness), the employer 
has the right to demand the return of the patient to 
a “company doctor.’ The question of unreasonable- 
ness, dereliction and derelict must be studied by the 
workmen's compensation commissioner at a hearing; 
the interpretation will have reference to the time 
(1959) and the place (Kansas), The commissioner's 
ruling is final (and retroactive) unless it is appealed 
from within a certain period of time. 


Paragraph 44-510 


The last provision in the first paragraph of 44-510 
reads: 


“PROVIDED FURTHER, That if the services 
of the physician or surgeon furnished as above 
provided are not satisfactory to the injured work- 
man the commissioner may authorize the ap- 
pointment of some other physician or surgeon, 


subject to the limitations as to total charges for 
the benefits provided in this section and the 
period over which same shall extend as herein- 
before expressed.” 


This amendment, although introduced years ago, 
is clearly abreast of times, and takes due notice of the 
importance of the doctor-patient relationship. This is 
a slow process, however (and is not retroactive as in 
the above provision). This requires a hearing. There 
are so many cases on the docket of the commissioner 
that much time may elapse before the decision is 
known. There should be due cause for change of 
physician since this is still an argumentative point. 
At the same time, no doctor wishes to hold a patient 
unless there is excellent doctor-patient relationship. 
It is much to the workman’s advantage to accept the 
company doctor and have treatment started. He may 
learn that the “company doctor” is a wonderful doc- 
tor. If there does not develop a satisfactory doctor- 
patient relationship, then action can be taken, If it 
is felt that there has been unreasonableness, dere- 
liction or derelict terms may be used, and immediate 
transfer to another doctor is possible—this has to be 
substantiated at a subsequent hearing. If such terms 
cannot be used, then section four is invoked, and 
this will take at least three weeks. In the meantime, 
the patient does receive his treatment. By the code of 
ethics, a doctor does not have to accept a patient for 
treatment, but once he does, he must continue treat- 
ment until a reasonable period has been given to the 
patient for securing the services of another doctor (in 
this case until the commissioner grants or refuses 
the request of the workman). In this, the workman 
may invoke the status of the doctor-patient relation- 
ship, and this should be the most important factor. 


Medical Profession’s Qualifications 


The medical profession has not hesitated to pre- 
sent qualifications, more so than any other profession. 
As stated previously, there has been a tremendous 
change in the entire practice of medicine, so that 
doctors are now more qualified than ever for the par- 
ticular job they set out to do; and they are subject 
to more stringent regulations. Consultation is used 
where necessary, but the specialist is needed only for 
the complicated and more serious cases. Too fre- 
quently a general surgeon or general physician will 
stay away from a compensation case because of the 
legal entanglements, and because he does not want 
to get into a squeeze between the worker (patient) 
and the employer (or his carrier). Some of them fear 
or dislike the appellations “plaintiff doctor” or “‘com- 
pany doctor.” Another mistake is to immediately tre- 
move a patient from a doctor's care, after this doctor 
has supplied the patient with emergency medical 
care, which may have been life-saving. This summary 
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dismissal creates friction, especially if the patient had 
asked for this doctor, or has already learned to trust 
him (doctor-patient relationship). Where both the 
employer (or his carrier) and the worker (patient) 
desire another doctor, this is supplied through the 
code of ethics, even if another doctor supplied emer- 
gency medical care when the patient was unable to 
make request. There should be no hesitation in re- 
questing qualifications since even the general prac- 
titioner may have unusually good training in trau- 
matic medicine. There should be a valid reason for 
change of physician (unless the doctor-patient rela- 
tionship is endangered). If the reason is financial 
only, eventually it will make it more difficult for the 
employer, Particularly is this true where the quali- 
fications of the two doctors are of similar calibre. 
Obviously, at times it is preferable to have more than 
one doctor treating the patient. 

In workmen’s compensation law, the doctor must 
evaluate the permanent partial disability which a 
patient has sustained from injury (or certain occu- 
pational hazards). This does require special training 
and experience. However, even special training does 
not make disability evaluation a mathematical for- 
mula, with precision and exactness. The doctor must 
distinguish between temporary total disability (or 
partial) and permanent disability. In all severe in- 
juries, the temporary disability is total, even though 
the patient might be able to do some work. The at- 
tempt to return to the best possible condition after 
serious injury is an all time proposition, even though 
the doctor does start rehabilitation right from the be- 
ginning of treatment. In the laws of Belgium, Bul- 
garia, France, India, Italy, Netherlands, New South 
Wales, New York, New Zealand, Norway, Ontario, 
Rumania, Sweden, Switzerland, and Uruguay, the 
almost universal starting point for determining the 
commencement of permanent disability is the date 
when treatment ceases to effect any further improve- 
ment. It is the same in Kansas. Any attempt to de- 
termine permanent disability before such maximum 
benefit has been achieved is highly conjectural, and 
not accurate. 


Physiological Factors to Consider 


Evaluation of permanent disability in the extremi- 
ties is not too difficult, but still cannot be made with 
exactness, of a precise nature. There are many meth- 
ods, some of them quite complicated. One of the old- 
est and simplest is that of Dr. Henry H. Kessler. In 
the upper extremity, three physiological factors are 
taken into consideration: 


1. Motion of joints (measurable). 
2. Strength of muscles (measurable). 
3. Coordination (estimation), 


Motion of the joint and the strength of certain 


muscles or muscle groups are measurable, and should 
be the same with all examiners. In the case of coor- 
dination, much depends upon the human character- 
istics of the examiner. The more the experience, the 
greater will be the accuracy (in spite of all training), 
but never will there be a precision formula. Further, 
the upper extremity is divided into arm, forearm, and 
hand radicals, In the case of the hand, some consider 
the functions of (1) Hook, (2) Ring, (3) Forceps, 
and (4) Pliers actions, others will consider the hand 
as a whole. To these measurements, the doctor must 
add the factors of pain, and nervous instability. Even 
in the upper extremity, it would be rare for two ex- 
aminers to come up with identically the same rating 
of permanent disability. 

In the lower extremity, these same physiological 
factors apply: stability, or weight bearing, has the 
same relation and importance that prehension has in 
the upper extremity (Kessler). This stability is not as 
accurately measured as is range of motion or strength 
of muscle action. Again there is a variability in final 
determination by independent appraisals—although 
the difference is not so great. The more complicated 
the system used and the more numerous the attributes 
considered, the greater will this variation become. 


Body Disability coms 


However, when one comes to body disability, that 
is, the body as a whole, then the problem becomes in- 
finitely more complicated. The more certain an exam- 
iner becomes, the more likely he will be wrong. Such 
figures as 1 per cent, 2 per cent, 2.5 per cent are 
dangerous, indeed. It is much better to use a range, 
for example, 0-5 per cent, and allow the procedure of 
arbitration to achieve a final settlement figure. That 
is the function of a hearing. Dr. Earl D, McBride, an 
authority and lecturer on disability evaluation, and 
the author of one of the finest books on the subject, 
sent Out a questionnaire to ‘‘specialists” all through 
the United States regarding body disability. The tre- 
mendous variation in the estimates proved that this 
was not an exact and precise science, but rather it 
was an “art” as well as a “‘science’’ and each indi- 
vidual case had to be considered on its own merits. 
Lectures and books cannot replace ‘‘experience,” al- 
though they lay an excellent foundation for experi- 
ence. Experience remains the greatest of all teachers. 
There is no average. This is a dream of the past, this 
is the desire of the bureaucrat, sitting on a swivel 
chair, The best estimates present a range, as for ex- 
ample, 0-5 per cent, or 5-10 per cent, or 10-15 per 
cent. The more completely a case is worked up (using 
the thorough history and physical examination as the 
mainstay, and laboratory procedures as adjuncts), 
the more likely the estimate will be the correct one. 
In this, the doctor should have some knowledge of 
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the acts performed in the particular occupation of the 
patient; if he does nut know, he should ask, or ob- 
serve the workman in action. The permanent disability 
should be related to the occupation of the patient. 
This requires training and experience. 

The fee basis is based upon figures which date back 
years ago, when an attempt was made to make this 
a precise science with mathematical formulae. This 
is a failure. In a complicated case, for example, it 
may take two to three hours, or even longer, to com- 
plete the examination of the patient. Yet the same 
fee ($6.00 for the first call, or $15.00 for consulta- 
tion) is requested by the employer. The famous physi- 
cian, Sir William Osler, once stated that more mistakes 
are made by “not looking for than by not knowing 
about.’” Much revision is necessary. However, the 
doctor has, at all times, the right to present claim for 
services rendered at the hearing set by the commis- 
sioner. 


Commissioner’s Ruling 


The ruling made by the commissioner at this hear- 
ing is very important to both the workman and the 
doctor. The workman is so protected by the law that 
regardless of whether the doctor did or did not know 
that the patient was covered by the workmen’s com- 
pensation law, there is no means at all in which the 
doctor can charge the patient for services rendered 
(the portion covered by the law), On the other hand, 
the medical profession has a means for protection of 
such fees as are covered by the law. This protection 
is afforded by the commissioner through the medium 
of a hearing, and an award. These fees are laid down 
by law, and offer no complications, except under cer- 
tain extenuating circumstances—wherein, because of 
inability to pro-rate, the maximum in the first section 
of 44-510 is exhausted; or where, because of pro- 
ration, the fees are lower than in similar injuries sus- 
tained by individuals of a “like standard of living.” 

It is obvious that the law does not state that the 
doctor cannot collect from either the third party or 
the patient. If the workman is not covered by the law, 
then the workman must pay the doctor’s charges (and 
not the employer), for all services. If the commis- 
sioner would rule that the patient was not under com- 
pensation for a period during which the doctor ren- 
dered services, then the doctor cannot charge the 
workman for services rendered during this period. 
Nowhere in the wording of the law, nor in its intent, 
nor in precedent, is there any provision for compen- 
sation law to withhold the right of the doctor to 
charge for services rendered without at the same time 
protecting him for its coverage (third party). 

The workman should be certain of his ‘‘settlement’’ 
before accepting final payment, Now and then, the 
employer (or his carrier) will make settlement with 


a clause “subject to determination of the reasonable- 
ness of fees.” This is a form of coercion and intimi- 
dation of the patient’s doctor. It makes the doctor 
wait for as long as 6-12 months for his fee, even if 
it fails to “pressure” the commissioner. The defend- 
ant lawyer will then purposely allow the maximum 
of time permissible for appeal to lapse, so that the 
workman can no longer be brought into the picture 
again. The ability of this lawyer to bargain with the 
workmar was based also upon payment to the doctor. 
By purposely allowing enough time to elapse, the 
workman can no longer upset this settlement; it is 
done and accomplished. However, if such charges 
are upset, the doctor may be able to look to the pa- 
tient for payment. This is the ‘‘rub,”” unless the work- 
man has delayed in accepting the settlement check 
until all fees were taken care of, or were disallowed 
at the time of the award, Fortunately, these tactics 
are seldom used by the legal profession, BUT, it has 
been attempted. 


Triple Alliance 


There is a triple alliance if the law is to run 
smoothly, employer, employee, and doctor, In this, 
there must be better public relations. Public relations 
is the new look in our mode of living and adjusting 
to each other, in these grand United States of Amer- 
ica. The employer must realize that workmen’s com- 
pensation law is here to stay, for the betterment and 
protection of the workman. Indeed, Kessler states: 


“Since the advent of Social Security in the form 
of unemployment and old age insurance, Amer- 
ica is being gradually adjusted to the princi- 
ple of social insurance. By this insurance princi- 
ple it is anticipated that all hazards of life, 
accident, sickness, unemployment, and old age, 
will lose the intensity of their effects by a com- 
pulsory plan of saving. Workmen’s compensa- 
tion has never been considered as social insur- 
ance, yet it is the forerunner of this type of social 
scheme for mitigating the economic ravages of 
accident.” 


The employer must lose the old concept that it is a 
dole or a handout (and as such he should have the 
control). It is the opposite, It is an inalienable right 
possessed by the workman. These social reforms will 
do much to combat the pernicious and underhand 
principles of ‘world communism,” and it is to the 
advantage of the employer to enhance this practice 
as good public relations. As soon as the employer 
realizes this look” in employer-employee rela- 
tionship, the insurance carrier will fall in line. At 
times, the insurance carrier may refuse to supply all 
that the employer may have promised, but it is the 
employer who gets the blame. This does not mean 
to give up the right to protect oneself. However, the 
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major principle involved is protection for the work- 
man. It is just as much a part of the cost of produc- 
tion as the property tax, the sales tax, or the corpora- 
tion tax. 


Doctors Too Must Cooperate 


The willingness of the medical profession to sacri- 
fice many of its rights and privileges in order that the 
workmen’s compensation law may run smoothly is com- 
mendable, indeed. The more practical rearrangement 
of the members of the profession, the better ac- 
knowledgment of qualifications (and this applies to 
general practitioners as well as specialists), enhances 
and multiplies the good which can come from proper 
utilization of all sources for the betterment of the 
lot of the workman. This eliminates all monopolistic 
tendencies, and prevents introduction of cut-rate 
prices. The old adage “you get what you pay for” 
is as true in the practice of medicine as anywhere else. 

Lack of “conformity” displays honesty and integ- 
rity and independence of thought. Conformity is not 
a prerequisite for the practice of good medicine. 
Indeed, it should not be in life, The foundation for 
the development of this country was based on the 
ability of the “‘pioneers’’ not to conform, but to es- 
tablish an honest and free mode of living. This will 
explain to the public why appellations of “plaintiff 
doctor” or “company doctor” are attempts to cloak 
ignorance of the law—otherwise, reliance would be 
made upon the integrity and power of the law. The 
medical profession has done much to clarify these 
situations, even to the extent of self-imposed reg- 
ulations. There has keen a complete divorcing of eco- 
nomics from ethics. There are essentially two different 
groups of doctors, with gradations in between, and 
this is forthrightly acknowledged. 

The legal profession has demonstrated honesty and 
integrity in the handling of workmen’s compensation 
cases. Their code of ethics differs from that of the 
medical profession. The doctor must proceed on the 
basis that what is right is justified—even if this means 


disagreement with a fellow colleague. The lawyer 
proceeds on the basis that “his client is justified,” 
regardless of what his private opinion may or may 
not be. Otherwise, he would not accept the case. 
This will explain why his mode of approach differs 
depending upon which side of the fence he is on. 
Certain members of the legal profession need clari- 
fication as to the difference between a poor result and 
malpractice. No doctor guarantees “‘cure.’’ All severe 
injuries result in disability to greater or lesser extent. 
An operation may be performed to exactness and 
perfection and yet the functional result of the oper- 
ation may be a failure. The human body is not a 
machine like an automobile, A ‘‘new part” cannot be 
substituted for the damaged one. ‘‘Negligence’’ con- 
stitutes ‘‘malpractice’’; not a ‘poor result,” nor the 
presence of ‘‘disability.” 


Doctor-Patient Relationship 
Prime Concern 


The workman is the third party in this triple alli- 
ance. He is the patient, as far as the doctor is con- 
cerned. The doctor-patient relationship is the major 
concept of the medical profession and the backbone 
of its entire practice, regardless of economic pressure. 
The workman is the one to be protected. He does not 
have the financial backing, the corps of legal experts, 
the power and influence of the employer, but he is 
the patient. Seldom, indeed, does one encounter a 
frank malingerer (a malingerer means an individual 
who feigns illness or pain for material gain), The 
vast majority of injured workmen present their com- 
plaints with honesty and integrity; they want to re- 
turn to work at the soonest possible moment. No 
matter what the compensation, it does not indemnify 
them for their actual losses; no matter what the set- 
tlement, it does not give them value for the actual 
pain and suffering and disability. Compensation law 
is a protective device and not an indemnifying agent. 


628 Mills Building 
Topeka, Kansas 


Hospitals and other institutions made a slight gain last year in the never-ending struggle 
against fire, a report from the National Fire Prevention Association indicates. 
The number of fires in hospital and other institutional buildings in 1958 totalled 1,600, 


down 100 from the previous year. 


Overall, the nation’s loss to fire last year came to a total of almost $1,279,000,000, with 
nearly 2,000,000 individual fires responsible for the destruction. Both figures are lower 
than those for the previous year, but the drop was only fractional. 

Numberwise, homes were hardest hit, according to the annual analysis compiled by the 
NFPA Fire Record Department. Fire destroyed or damaged 558,000 at a cost of about 


$309,000,000. Both totals are new highs. 


Principal causes of fires in buildings of all types—which the National Fire Prevention 
Association declares are almost all avoidable—were defective heating and cooking equip- 


ment, and careless smoking. 
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Excitation on Ganglion Cells 


A Cytological and Histochemical Study of the Effects of 
Stimulation and Drugs on the Celiac Ganglion of the Cat 


JAMES L. HALL, Ph.D., and RONALD G. PALMER, Lawrence 


THERE ARE NUMEROUS reports in the literature con- 
cerning the effects of excitation on autonomic gan- 
glion cells; Hodge, 1888, 1889, 1892, 1894; Vas, 
1892; Lambert, 1893; Lugaro, 1895; Nissl, 1896; 
Ingersoll, 1934, describe in great detail the morpho- 
logical changes in the neurons. Hamaty and Truex 
(54), in their work on the intracardiac ganglia, ob- 
served morphological changes persisting for months 
after they had stimulated the vagus nerve. The celiac 
ganglion itself has been well described both grossly 
(Kiss and Ballon, 1939) and microscopically (Inger- 
soll, ’34). 

Observations about the cytoplasmic chromidial sub- 
stance of autonomic ganglion cells have been made 
by many authors making excitation studies. There is 
fairly good agreement that the chromidial substance 
is depleted by stimulation, but dissenting observations 
have been published (Kocher, 1916). 

Sulkin and Kuntz ('50) have made a study of the 
histochemistry of the superior cervical ganglion. After 
stimulating for eight hours per day over a two to 
three day period, they observed a decrease in alkaline 
phosphatase activity in the neurons, and at the same 
time, an increase in alkaline phosphatase activity in 
the glial cells, which they associated with the prolif- 
eration previously observed to accompany ganglionic 
stimulation (Kuntz and Sulkin, ’47). They observed 
a great variation in the PAS positive materia! in the 
ganglia of different cats, and a consistent increase in 
this material after stimulation. They found, by using 
malt diastase, that all the PAS positive material in 
the ganglia was glycogen, and they showed that muco- 
polysaccharides are found in the ganglion cells only 
of senile subjects (Sulkin and Kuntz, ’52). 


Purpose 


It has been shown that the staining properties of 
the superior cervical ganglion with respect to tolu- 
idine blue can be altered by stimulation and by admin- 
istering drugs to the animal (Richins and Hall, 
1958), although the chemical basis for this alteration 
has never been demonstrated. Our objective is to ex- 
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tend this study to the celiac ganglion, and to gain 
some insight into the chemical significance of the 
altered properties of the ganglion by using some com- 
mon histochemical techniques. 


Materials and Methods 


In this study, we used eleven cats of both sexes and 
weighing between three and eight and one-half 


Changes in the metabolic activity of 
an isolated celiac ganglion are demon- 
strated by conventional histochemical 
methods and the toluidine blue method. 

A depletion of RNA was elicited by 
faradic stimulation of the splanchnic 
nerve, no change in the DNA content of 
the neurons was noted. A moderate 
change in glycogen and a severe deple- 
tion of alkaline phosphatase was ob- 
served. 

Previous to stimulation the neurons in 
the ganglion stained blue with toluidine 
blue. After stimulation, the neurons 
stained green. Metachromasia was ob- 
served in the neurons following intra- 
venous atropine or hexamethonium. 
Ergonovine injections produced no de- 
monstrable effects. 

We feel that the color change from 
blue to green is apparently due to a de- 
pletion of RNA in the neurons. 


pounds, None of these animals was used more than 
once, Sodium pentobarbital was used to anesthetize 
the animals. A Hodge-Cambert ECT stimulator was 
used for some of the experiments and a Grass stimu- 
lator for others. In each experiment the stimulation 
used was twenty shocks per second at a potential of 
0.4 volts, with a duration of ten milliseconds and for 
a period of about three hours. After the adrenal 
veins had been ligated, and the celiac ganglia sepa- 
rated and isolated the thoracic splanchnic nerves of 
one celiac ganglion were stimulated preganglionically, 
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TABLE 1 


RESULTS OF .HISTOCHEMICAL TECHNIQUES 
IN CELIAC GANGLION ELICITED BY 
STIMULATION OF THE SPLANCHNIC 

NERVE 


Results 


Technique Used 


Feulgen Nucleal No depletion upon stimu- 


(DNA) lation. 
Methyl Green Stain Large depletion 
(RNA) upon stimulation. 
Periodic Acid-Schiff Moderate depletion upon 
(glycogen ) stimulation. 
Alkaline Phosphatase Noticeable depletion upon 
stimulation. 


and in every experiment the stimulated and unstimu- 
lated ganglia were fixed, imbedded in paraffin and 
sectioned at 12 microns. 

The celiac ganglia from an animal under the influ- 
ence of no drug other than the anesthetic were used 
as a control in the study of toluidine blue staining 
reactions. All the tissues to be stained with toluidine 
blue were fixed in four per cent aqueous lead sub- 
acetate, The following dosages of drugs in dilute 
aqueous solution were injected into the right femoral 
vein of the experimental animals: 


Drug Milligrams/Kg Body Weight 
Ergonovine maleate 0.00046 
Atropine sulfate 0.00049 
Hexamethonium chloride 0.002 
Neostigmine methylsulfate 0.00044 


The ergot alkaloid, ergonovine, which was used 
in this study, differs from that used by Richins and 
Hall in their investigation. Like the amino acid alka- 
loids used in the latter study, ergonovine shows a 


slight degree of vasoconstrictor activity (Goodman 
and Gilman, 1955). With respect to adrenergic block- 
ade, however, ergonovine’s inactivity contrasts sharply 
with the action of the amino acid alkaloids of ergo- 
toxine. Therefore, any similarities between the two 
studies must be due to the vasoconstrictor activity. 

The main action of atropine sulfate is to block the 
muscarinic effects of acetylcholine by raising the 
threshold of the effector organs to this neurohumor 
(Goodman and Gilman, 1955). In doses as small as 
0.5 mgm/Kgm of body weight, however, atropine 
has been shown also to abolish postganglionic poten- 
tials of sympathetic ganglia (Marazzi, 1939). 

Hexamethonium elevates the threshold for acetyl- 
choline, It has an effect on autonomic ganglia, al- 
though it affects some more than others. 

The action of neostigmine on the celiac ganglion 
is like that of nicotine; it stimulates in small doses 
and depresses in large doses. Both of these phases 
of neostigmine’s action are due to the same phenom- 
enon: The inhibition of cholinesterase. A low (stimu- 
latory) concentration of the drug allows a sufficient 
accumulation of acetycholine to repeatedly depolarize 
the post-ganglionic neuron, while a higher (depres- 
sant) concentration allows enough for continuous 
depolarization. In both cases the neuron must increase 
its metabolic activity to maintain ionic gradients across 
the membrane. 

In the histochemical studies no drugs were used. 
For the periodic acid-Schiff reagent, Pearse’s tech- 
nique was used after fixation in lead subacetate for 
about 24 hours. For the RNA stain, Kose’s fixative 
was used, followed by Lillie’s method for the methyl 
green pyronin stain. For DNA localization, Carnoy’s 
fixative was followed by the Fuelgen nucleal reaction. 
For the detection of alkaline phosphatase, the tissue 
was fixed in cold, 10 per cent formaldehyde, and Lil- 
lie’s method was then used. 


TABLE 2 


RESULTS OF TOLUIDINE BLUE 
STAINING AND DRUG ADMINISTRATION 


Drugs 
NON- ATROPINE 
STIMULATED STIMULATED ERGONOVINE CHOLINERGIC HEXAMETH- NEOSTIGMINE 
CONTROL DEPRESSOR ONIUM 
Celiac ganglion Blue Green Blue Green- Green- Green- 
nerve cells Lavender Lavender Purple 
Excessive discharging — Present — Present 
of nerve cells 
Elevated threshold — Present Present 
to ACh 
Elevated concentration Present Present 
of ChE 
Inhibition of ChE —- Present 


: 
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Results 


The control ganglia stained with toluidine blue 
showed a loss of metachromasia in some neurons, but 
not in others. In the animals drugged with ergono- 
vine, the cytoplasm stained blue to lavender appar- 
ently decreasing in intensity with stimulation. The 
ganglia from the animals drugged with atropine had 
some dark green neurons and some very darkly 
staining lavender blue neurons. The animals injected 
with hexamethonium had turquoise neurons which 
stained darker with stimulation, and which had bright 
green nucleoli. The animals injected with neostigmine 
showed green to purple neurons, the purple ones 
being more prominent after stimulation, The purple 
neurons had large, round, black dots in their nuclei. 

In the histochemical studies, the ganglia were 
found to be quite PAS positive, becoming somewhat 
depleted by stimulation. Depletion was especially ap- 
parent around the nuclei. The RNA stain demon- 
strated a remarkable depletion of this substance by 
stimulation. The Feulgen nucleal reaction showed a 
classical picture of distribution of DNA, with no 
apparent differences due to the stimulation. The alka- 
line phosphatase reaction showed a depletion of this 
substance brought about by stimulation. 


Discussion 


The green color occurs in those neurons which have 
an elevated threshold to acetylcholine and in those 
which are subject to larger than normal amounts of 
acetylcholine. Neostigmine causes an elevated con- 
centration of acetylcholine by the inhibition of cholin- 
esterase. In the stimulated control ganglion, the con- 
centration of acetylcholine is elevated by pregangli- 
onic stimulation. With hexamethonium and, to a 
lesser extent, atropine, the threshold to acetylcholine 
is elevated, These results are summarized in Table 2. 
The common factor here is the unusual dispensation 
of acetylcholine. It is not clear why this causes a green 
color, nor is it apparent why this effect is not seen 
in the stimulated ganglia of animals drugged with 
ergonovine. 

The blue color disappears with activity, except in 
those animals drugged with ergonovine. Even in these 
cases there seems to be a diminution of the blue color 
with stimulation, suggesting that the blue color may 
be due to a component of RNA or glycogen, for rea- 
sons to be discussed below. 

The cause of the purple color cannot be definitely 
established by the results of this investigation, but the 
large numbers of blue neurons in the stimulated, 
neostigmine drugged ganglia suggest that the color 
is due to an exhaustion or necrosis phenomenon. 

Contrary to the findings of Suikin and Kuntz (’50) 
in their study of the superior cervical ganglion, it was 
found that the ganglion cells, which were quite PAS 
positive to begin with, became depleted in glycogen 
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content upon stimulation. We also found a depletion 
of RNA, as did Sulkin and Kuntz. As was mentioned 
above, it is believed that this depletion is correlated 
with the loss of blue color in the ganglion cells. We 
believe that RNA is the substance most likely to be 
responsible for this color loss, since the percentage of 
depletion of this substance is greater by far than that 
of glycogen. Although there was also a depletion of 
alkaline phosphatase with stimulation, the enzyme 
is present only in small quantities, and, since its action 
is specific, it probably does not act upon the stains. 
The fact that the DNA remains constant occasions no 
surprise, since the amount of chromatin in a cell is 
determined genetically, and not by environmental fac- 
tors. 


Department of Anatomy 
University of Kansas School of Medicine 
Lawrence, Kansas 
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Arthur Conan Doyle 


Medical 
—<€- HISTORY 


C. FREDERICK KITTLE, M.D., Kansas City 


One hundred years ago—on May 22 to be ex- 
act—Arthur Conan Doyle, the creator of Sherlock 
Holmes, was born. 

Irish by ancestry, Scottish by birth, and English by 
election, Doyle began life in near poverty in a small 
flat in Edinburgh. His grandfather, John Doyle, and 
three of his uncles distinguished themselves as artists 
in the field of political caricaturism. Although born 
in the Catholic faith and reared in Catholic schools, 
Doyle declined the offer of free tuition if he would 
dedicate himself to the Church. Chiefly because of his 
mother’s suggestion he decided to become a doctor. 
Edinburgh was a famous medical school at this time 
and he would have the advantage of being at home 
while attending there. He applied and was accepted. 
His master at prep school called him up the last day 
of the term and made the following declaration: 


“Doyle, I have known you now for seven years, 
and I know you thoroughly. I am going to say 
something which you will remember in after- 
life. Doyle, you will never come to any good.” 


Doyle did remember and unquestionably proved 
his previous head-master wrong many times over. He 
entered the University of Edinburgh in October 1876 
and received his bachelor of medicine degree in 
August 1881—only three months past his 22nd birth- 
day. 

Many of the future characters to be found in his 
literary works resulted from contacts with his pro- 
fessors and fellow students at Edinburgh, It was here 
in the out-patient department that he met Dr. Joseph 


Abridged from a talk given at the Hixon Hour, the 
Clendening Library. From the Department of Surgery, The 


University of Kansas Medical Center, Kansas City, Kansas. 
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Doctor and Writer (1859-1930) 


Figure 1. Arthur Conan Doyle, a photograph taken 
during his first trip to the United States in 1923. 


Bell, surgeon to the Edinburgh infirmary, and proto- 
type of Sherlock Holmes. The diagnostic acumen of 
Bell impressed the medical student Doyle tremen- 
dously. Repeatedly Bell would demonstrate with 
piercing keenness his powers of observation and his 
lightning deduction in the solution of diagnostic 
problems. One instance particularly impressed Doyle: 
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“Well, my man, you've served in the army.” 

“Aye, sir.” 

“Not long discharged ?” 

“No, sir.” 

"A Highland regiment?” 

“Aye, sir.” 

“A non-com. officer ?”’ 

“Aye, sir.” 

“Stationed at Barbados ?”’ 

“Aye, sir.” 

“You see, gentlemen,’’ explained Bell to his stu- 
dents, “the man was a respectful man but did not 
remove his hat. They do not in the army, but he 
would have learned civilian ways had he been 
long discharged. He has an air of authority and 
he is obviously Scottish. As to Barbados, his 
complaint is elephantiasis, which is West Indian 
and not British.” 


Another outstanding personality at Edinburgh was 

his teacher of physics, Professor Rutherford, who, 

. with his Assyrian beard, his prodigious voice, 

his enormous, and his singular manner . . . fascinated 

and awed us. I have endeavored to reproduce some 

of his peculiarities in the fictitious character of Profes- 
sor Challenger.” 

At the University Doyle was an average student, 
stating that he was a “sixty per cent man at exam- 
inations.”” From the very first he was forced to sup- 
plement his meager finances by extra jobs. During 
his five years of medical school he worked as an un- 
qualified assistant in the poorer quarters of Sheffield, 
the countryside of Shropshire, and lastly in the slums 
of Birmingham. It was in Birmingham, at the urging 
of a friend who undoubtedly recognized Doyle's lit- 
erary talents, that he submitted an adventure yarn to 
Chamber's Journal. This tale, ‘'The Mystery of Sasassa 
Valley,” was based on an old Kaffir superstition of 
a demon with glowing eyes. These eyes when con- 
fronted by the hero proved to be diamonds in rock- 
salt, The story was accepted and Doyle received 3 
guineas. This was his first publication! 

While still in medical school a fellow student ab- 
ruptly walked into his room and asked if he would 
care to go as a surgeon on a whaler to the Arctic Sea. 
Tempted by the adventure as well as its financial re- 
turn, Doyle found himself two weeks later on the 
Hope, a 200-ton vessel which was to be his home 
for the next seven weeks. His Arctic experiences 
made a deep impression on him and he secured a 
wealth of material for future writings. As a direct 
result of the expedition, an unsigned short story in 
Templebar appeared, ‘"The Captain of the Polestar.” 

He could not forget the fascination of the sea and 
soon after graduation in 1881 sailed as ship’s surgeon 
on the S. S. Mayumba of the African Steam Naviga- 
tion Company, It was a spirited voyage for he stopped 
at many ports along the west coast of Africa, con- 


tracted a tropical fever, and endured a ship's fire of 
eight days’ duration on the return trip. After these 
four uncomfortable and miserable months he was glad 
to see England again. 

On his return he entered general practice. The 
next few years of his life are best summarized in an 
autobiographical account called, ‘The Stark Munro 
Letters." This book tells his experiences in practice 
with a classmate from Edinburgh, a fantastic ego- 
maniac, half-genius, half-charlatan, and thoroughly 
incorrigible. The character, in true life, George Budd, 
is named Cullingworth in the book. A delightful and 
humorous recollection of Doyle’s trials and tribula- 
tions during this period, Doyle’s account of Culling- 
worth’s bid for notoriety to increase his medical 
practice is typical of the entire story. Doyle is talking 
to Cullingworth: 


“‘My eyes happened to catch the medal which 
I had dropped lying upon the carpet. I lifted it 
up and looked at it. Printed upon it was—''Pre- 
sented to James Cullingworth for gallantry in 
saving life. Jan. 1879.” 

“Hullo, Cullingworth,” said I. “You never 
told me about this!” 

He was off in an instant in his most extrava- 
gant style. 

“What! the medal? Haven’t you got one? 
I thought everyone had. You prefer to be select, 
I suppose. It was a little boy. You've no idea 
the trouble I had to get him in.” 

“Get him out, you mean.” 

“My dear chap, you don’t understand! Any- 
one could get a child out. It’s getting one in that’s 
a bother. One deserves a medal for it. Then there 
are the witnesses, four shillings a day I had to 
pay them, and a quart of beer in the evenings. 
You see you can’t pick up a child and carry it to 
the edge of a pier and throw it in. You'd have 
all sorts of complications with the parents. You 
must be patient and wait until you get a legiti- 
mate chance. I caught a quinsy walking up and 
down Avonmouth pier before I saw my oppor- 
tunity. He was rather a stolid fat boy, and he was 
sitting on the very edge, fishing. I got the sole of 
my foot on to the small of his back, and shot 
him an incredible distance. I had some little diffi- 
culty in getting him out, for his fishing line got 
twice around my legs, but it all ended well, and 
the witnesses were as staunch as possible. The 
boy came up to thank me next day, and said that 
he was quite uninjured save for a bruise on the 
back. His parents always send me a brace of 
fowls every Christmas.” 


Dolye finally left Cullingworth (Budd in real life) 
and settled for independent practice in Southsea near 
Portsmouth. His clientele grew slowly and he spent 
most of his days cleaning his house, shopping and 
doing other simple household tasks. As he describes 
it: 
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“Month followed month and I picked up a 
patient here and a patient there until a nucleus 
of a little practice had been formed, Sometimes 
it was an accident, sometimes an emergency case, 
sometimes a newcomer to the town, or one who 
had quarreled with his doctor. I mixed with peo- 
ple so far as I could, but I learned that a brass 
plate alone will never attract, and people must 
see the human being that lies in wait behind it. 
Some of my tradespeople gave me their custom 
in return for mine, and mine was so small that 
I was likely to have the best of the bargain. 
There was a grocer that developed epileptic fits, 
which meant butter and tea for us. Poor fellow, 
he could never have realized the mixed feelings 
with which I received the news of a fresh out- 
break. . . . It was a ghoulish compact, by which 
a fit to him meant butter and bacon to me, while 
a spell of health for him sent me back to dry 
bread and saveloys.” 


Gradually his practice increased probably because 
of the many contacts he developed socially. He lec- 
tured to clubs about many subjects, he played rugby 
and cricket, he bowled, debated in political meetings, 
publicly supported vivisection, and vociferously 
argued for vaccination. His practice never became 


really large and when he completed and sent in his 
first income tax report, it was returned with the terse 
comment: ‘‘Most unsatisfactory.” Doyle promptly 
added, “I agree” and fired it back to the agent. An 
inspection of his ledgers by the officials supported 
both statements. 

The years in Southsea were the most active 
medical part of his career. His only strictly medical 
writings appeared as brief notes in the Lancet and 
the British Medical Journal. There were three scien- 
tific articles, the first (1879) actually having been 
written while a student (Brit. M. J., Sept. 20, 1879, 
p. 483). In it he described an experiment conducted 
on himself in which he took gradually increasing 
doses of gelseminum over a seven day period, listing 
his reactions and symptoms to each dose. The other 
two papers (1882 and 1884) are concerned with 
case reports, one suggesting a connection between 
malaria and leukemia (Lancet, Match 25, 1882, p. 
430), the other mentioning gout in three successive 
generations of the same family (Lancet, Nov. 29, 
1884, p. 978-979). 

His M.D. degree was granted by Edinburgh Uni- 
versity in 1885 upon completion of a thesis ‘The 
Gouty Diathesis” and an examination. 
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Figure 2. First page of manuscript “The Romance of Medicine’’ now in author’s possession, Kansas City. 
Note the unmedical, legible handwriting! 
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In 1885 Doyle married and with this greater re- 
sponsibility began to devote more time to writing. 
In the next several years ““Habakuk Jephson’s State- 
ment,” “The Firm of Girdlestone,’ ‘The Great 
Keinplatz Experiment,” “A Physiologist’s Wife,” and 
others were published. In 1886 that famous couple 
Sherlock Holmes and Dr. Watson were created, but 
it was not until the following year that “A Study in 
Scarlet” was published. Doyle received 25 pounds 
sterling for the complete copyright of this story. The 
famous detective’s name is patterned after Oliver 
Wendell Holmes whom Doyle so greatly admired. 
The technique follows that of Edgar Allen Poe and 
his astonishing sleuth, Monsieur Dupin. 

History next claimed Doyle’s attention and he 
delved into the 17th century conflict between Ca- 
tholicism and Protestantism. ‘Micah Clarke’’ emerged 
to be followed by other historical novels, ‘‘The White 
Company,” ‘The Brigadier Gerard” series based on 
the French Revolution, and “Sir Nigel.” 

“Sign of Four” in which Holmes appears for the 
second time is the direct result of a dinner given by 
a representative of the publisher Lippincott for Doyle 
and the young, not-yet-famous Oscar Wilde. Because 
of this dinner Wilde wrote ‘The Picture of Dorian 
Gray” and Doyle “Sign of Four.” 

In 1890 Dr. Robert Koch of Berlin announced 
that he had discovered a cure for tuberculosis. Despite 
the success Doyle was now having with his medical 
practice and his writing he felt an “irresistible im- 
pulse” and a “great urge’’ to visit Berlin. He made 
this journey and came to the conclusion as expressed 
in a letter to the Daily Telegraph that “the whole 
thing was experimental and premature.” On his way 
home from Berlin he talked on the train with Sir 
Malcolm Morris who convinced him that he was 
wasting his time in general practice and that he 
should specialize. He elected ophthalmology. 

In 1891 he reached Vienna and spent four 
months attending eye lectures at the Krankenhaus. 
He returned to London and established his offices on 
Devonshire Place, near the fashionable Harley Street 
physicians. After long hours, weeks, and months of 
waiting for even the first patient to appear he aban- 
doned himself completely to writing. 


“My rooms in Devonshire Place,” he said, 
“consisted of a waiting-room and a consulting- 
room, where I waited in the consulting-room and 
no one waited in the waiting-room.” 


The Sherlock Holmes stories with their famous 
narrator, Dr. Watson, were now becoming popular. 
Doyle signed a contract with George Newnes, editor 
of the Strand magazine for a series of these. Who 
could resist them? 


“In the dim light of the lamp I saw him sit- 
ting there, ar’ old briar pipe between his lips, 


his eyes fixed vacantly upon the corner of the 
ceiling, the blue smoke curling up from him, 
silent, motionless, with the light shining upon 
his strong-set aquiline features.” (The Man 
With the Twisted Lip.) 


It is no secret that Doyle did not think highly of 
his Sherlock Holmes stories, preferring his historical 
efforts to those of the detective. He resolved to kill 
Sherlock Holmes and abolish the ever-increasing 
public clamor for more of these adventures. He did 
so and as he wrote to his mother: 


“All is very well down here. I am in the mid- 
dle of the last Holmes story, after which the 
gentleman vanishes, never to return. I am weary 
of his name!” 


And thus, Professor Moriarty waited, the precip- 
itous falls of Reichenbach beckoned, and Sherlock 
Holmes was dead—until public clamor demanded a 
resurrection. 

Our own Logan Clendening was an avid reader of 
Sherlock Holmes and no less addicted than millions 
of others. Clendening’s interest is testified by his ac- 
count of the arrival of Sherlock Holmes in Heaven: 


“Sherlock Holmes is dead. At the age of 
eighty he passed away quietly in his sleep. And 
at once he ascended to Heaven. 

The arrival of few recent immigrants to the 
celestial streets has caused so much excitement. 
Only Napoleon’s appearance in Hell is said to 
have equaled the great detective’s appearance, In 
spite of the heavy fog which rolled in from the 
Jordan, Holmes was immediately bowled in a 
hansom to audience with the Divine Presence. 
After the customary exchange of amenities, Je- 
hovah said: 

‘Mr, Holmes, we, too, have our problems. 
Adam and Eve are missing. Have been, ’s a mat- 
ter of fact, for nearly two aeons. They used to 
be quite an attraction to visitors and we would 
like to commission you to discover them.’ 

Holmes looked thoughtful for a moment. 

‘We fear that their appearance when last seen 
would furnish no clue,’ continued Jehovah. ‘A 
man is bound to change in two aeons.’ 

Holmes held up his long, thin hand. ‘Good 
old Watson,’ he replied. ‘Surely they must differ 
from the rest of the race.’ 

‘Well,’ mused God, ‘it was given out that 
they were Jews. I don’t want to hurt Professor 
Einstein’s feelings, but ’s a matter of fact they 
were polyglots. Their children resembled them 
very closely, however.’ 

‘A moment,’ interrupted Holmes. ‘With luck 
—could you make a pretty general announce- 
ment that a contest between an immovable body 
and an irresistible force would be staged in that 
large field at the end of the street-—Lord’s, I pre- 
sume it is?” 

The announcement was made and soon the 


Z 
/ 


JANUARY, 1960 17 


streets were filled with a slowly moving crowd. 
Holmes stood idly on the divine portico watch- 
ing them. 

Suddenly he darted out into the crowd and 
seized a patriarch and his whimpering old mate; 
he brought them to the Divine presence. 

‘It is,’ asserted Deity. ‘Adam, you have been 
giving us a great deal of anxiety. But, Mr. 
Holmes, tell me how you found them.’ 

‘Elementary, my dear God,’ said Sherlock 
Holmes, ‘they have no navels.’” 


Doyle’s medical education and his medical ex- 
periences are soon appreciated by even the briefest 
perusal of his writings, particularly the Sherlock 
Holmes tales. For example, there are many descrip- 
tions of heart disease. In the “Sign of Four’ Major 
Sholto is dying in heart failure—left ventricular fail- 
ure, probably secondary to hypertension, and orthop- 
nea is rightly emphasized as a leading sympton: 


“When we entered his room he was propped 
up with pillows and breathing heavily . . . grasp- 
ing our hands he made a remarkable statement in 
a voice broken as much by emotion as by pain. 
... At this instant a horrible change came over 
his expression . . . his eyes stared wildly, his 
jaw dropped . . . his pulse ceased to beat.” 


Another is the graphic account of an aortic aneu- 
tysm. As Jefferson Hope is arrested (Sign of Four) 
he remarked that he might not live for the trial: 


“Tt isn’t suicide I am thinking of; put your 
hand on my chest,” he said. ““Watson did so, and 
at once became conscious of an extraordinary 
throbbing and commotion inside. The walls of 
his chest seemed to quiver as a frail building 
would when some powerful engine was at work. 
In the silence of the room he could hear a dull 
humming and buzzing noise which proceeded 
from the same source.” 

“Why,” cried Watson, “you have an aortic 
aneurysm.” 

“That's what they call it,” he said frankly. 
“TI went to the doctor last week, and he told me 
it was bound to burst before many days passed.” 


Similar examples could be cited about other types 
of heart disease, and it is doubtful if the works of any 
other novelist contain descriptions of extrasystoles, 
of edema, of angina pectoris, of aneurysm, or rheu- 
matic valvular disease, and of left ventricular failure 
with orthopnea with such careful adherence to med- 
ical detail. Diseases of the lungs, the nervous system, 
tropical diseases, anatomy, chemistry, and pharma- 
cology—all are intermingled in an unusually accu- 
rate manner to enhance the reader’s interest. 

One of the most interesting of his medical writ- 
ings is a talk given to the entering medical class at 
St. Mary’s Hospital in 1910. Entitled ‘The Romance 
of Medicine’ Doyle begins: 


“I believe that the opening address of your 
session is usually delivered by some medical man 
of distinction. You can imagine therefore how 
highly honored I feel in being asked to occupy 
so exalted a position. You can also, I am sure, 
sympathize with me in my difficulties since I have 
no possible claim to be regarded as a successful 
medical man. An unkind chairman in America 
once remarked that the most sinister feature of 
my career was that no /iving patient of mine had 
ever yet been seen.” 


He proceeds to say that a medical training is a 
most valuable and worthwhile background for any 
profession. He then refers to the undue materialism 
of the period when he received his education, and 
advises: 


“And besides an undue materialism there is 
another danger upon which I would warn you. 
It is intellectual priggishness, There is a type of 
young medical man who has all diseases nicely 
tabulated, and all his remedies nicely tabulated, 
the one exactly fitting the other—you produce 
the symptoms and he will produce the tabloid— 
who really is a very raw product. Life may turn 
him into a more finished article. Each genera- 
tion has thought it knew all about it, each gen- 
eration in turn discovered its limitations, and 
yet with invincible optimism each fresh lot still 
thinks that they really have got to the bottom of 
the matter. . . . As the philosopher said, ‘We are 
but children picking up pebbles on the shores 
of an illimitable ocean.’ 

“There is another fact which life will teach— 
the value of kindliness and humanity as well as 
of knowledge. This is exactly the point the intel- 
lectual prig has missed. A strong and kindly 
personality is as valuable an asset as actual learn- 
ing in a medical man.” 


Of Doyle’s life there is much we have not covered. 
He served his country during the Boer War as senior 
physician in the Langman Field Hospital. The atroc- 
ities inflicted on the people of the Congo so impressed 
him that he wrote several pamphlets—published at 
his own expense—to arouse public sympathy for the 
British in this conflict. The profits from these he gave 
to the University of Edinburgh to establish a scholar- 
ship fund for the needy students from South Africa. 
In 1902 he received the honor of a knighthood. 

With the onset of World War I he quickly 
formed the first volunteer force in his village in Sus- 
sex, He later visited the French and Italian Fronts 
and his report on this visit did much to hearten the 
anxious people in those days. Later he wrote the offi- 
cial six volume history of the British campaign in this 
war, a most readable but unfortunately neglected ac- 
count. 

His science fiction with Professor Challenger, ‘The 
Lost World,’ ‘The Poison Bat,” ‘The Maracot 
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Deep,” etc. compare with the best of H. G. Wells 
and Jules Verne. He championed the underprivileged 
as evidenced by his real-life solution of the miscar- 
riage of justice in the conviction of the innocent 
Edalji and of Oscar Slater. 

Throughout life he distinguished himself in the 
world of sports. He played soccer to the age of 44, 
and first-class cricket to the age of 55. His skill at 
billiards was great. Golf, tennis, cycling, aviation and 
motoring also shared his affections. He introduced 
skiing into Switzerland and was an early advocate of 
miniature rifle-ranges. His knowledge of boxing, 
gained at Edinburgh, not only served him in good 
stead on several occasions personally but is shown in 
his novels “Rodney Stone” and ‘The Croxley Master.” 

The last ten years of his life he devoted to the 
greatest mystery of all. The faith in which he had 
been born gave rise to scientific agnosticism and finally 
to a deeply religious outlook on life, He studied psy- 
chical phenomena extensively and with earnest convic- 


tion and tireless energy preached his belief in spirit- 
ualism. He wrote many books and pamphlets on his 
investigations and the evidence for spiritualism, and 
travelled widely in connection with these pursuits— 
thereby hastening his death by the physical strain of 
these activities. 

Arthur Conan Doyle can not be pictured as a 
single person. He was a combination of many differ- 
ent entities blended into one: the physician, the sports- 
man, the champion of the undertrod, the historian, 
the orator, and the author. A man of amazing ver- 
satility and boundless energy, he died of heart disease 
on July 7, 1930. On his tombstone is engraved his 
name, his birthdate, and four words: 


STEEL TRUE, BLADE STRAIGHT 
and what more need be said. 
Department of Surgery 


University of Kansas Medical School 
Kansas City, Kansas 


Physician From Britain Says American M.D.s Work Harder 


Asked to explain his remark about “two short and most enjoyable weeks as visiting 
physician to the Massachusetts General Hospital,” Dr. J. F. Stokes of London says that 
he believes that physicians in the United States emphasize “the acquisition of medical 
knowledge, the search for truth.” This acquisition is one of two main objectives for doc- 
tors, and British physicians apparently emphasize the second objective: “... the relief 
and prevention of suffering in patients who come under his care.” 

The American resident puts in more hours and more work per day than his British 
counterpart. There is great hurry and drive among medical men in the United States, 
but the physician going into clinical practice should strive as much for breadth as for 
depth in education, while the laboratory career in its early stage does not demand as 
much breadth. However, in view of the fact that laboratory men seem to hold most of 
the most important positions, the young physician may become so inclined away from 
seemingly unrewarding clinical work that one may ask whether “the day of the clinician 
in American medicine is over.” On the other hand, the established British clinicians must 
make sure to submit themselves to criticism and promote original thought and must be 
“actively protected from decay.” 

The task of the clinician is harder than ever; he is expected to and should be informed 
in an increasing number of coroliary disciplines. But he might be helped if he didn’t 
have to spend so much time in answering the “demand for printed evidence.” Perhaps 
all journals might agree “to stop publication for six months every five years’ in order 
to afford “time for reflection and time to decide whether there is room for both pointil- 
lisme and polysaccharides, and coproporphyrins as well as Copernicus, and whether 
Emile Zola’s realism and the Zollinger-Ellison syndrome are mutually exclusive phe- 
nomena.” 

Others have probably observed American medicine for a longer period, says Dr. Stokes, 
commenting on the limitation of his experience. Referring to his comments, he adds that 
“conclusions drawn from small samples are notoriously unreliable.” (New England J. 
Mei. 260:69, January 8, 1959.) 
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E. RULE OLSON, M.D., San Francisco 


SINCE PANCREATITIS WAS first recognized as a clinical 
entity by Fitz in 1881 it has proven to be a versatile 
masquerader. According to Backus and Roth “a def- 
inite diagnosis of acute pancreatitis is not possible 
by the bedside examination alone, because symptoms 
follow no consistent pattern. Abdominal pain and 
tenderness along with abdominal muscle spasm and 
vomiting may suggest the diagnosis, but acute pan- 
creatitis may simulate a variety of acute medical and 
surgical emergencies. 

“The onset is usually sudden, severe, steady pain; 
however, the pain may be crampy and intermittent, 
or dull and ill defined. The pain is frequently in the 
epigastrium but the initial pain may arise in the lower 
chest. Radiation of pain may take place in any direc- 
tion, but more commonly it spreads from the epi- 
gastrium toward the left into the area of the first and 
second lumbar vertebra.” 

Wakefield is somewhat more specific as he believes 
the pain is severe and steady, ‘rarely colicky,” origi- 
nating less than half of the time in the epigastrium, 
the rest originating as generalized abdominal and 
flank pain or occasionally as chest and shoulder pain, 
He states the patient may be found in a jack-knife 
position. Vomiting often occurs after the onset of 
pain and may continue in spite of an empty stomach. 
The pulse is unpredictable but the patient may appear 


This is one of a group of theses written by fourth year 
students at the University of Kansas School of Medicine, 
selected for publication by the Editorial Board from a 
group judged to be best by the faculty at the school. Dr. 
Olson is now at the Letterman Army Hospital, San Fran- 
cisco, California. 


THESIS 


Loewi’s Test for Acute Pancreatitis 


to be in shock. Wakefield also relies on demonstration 
of an abdominal mass (one third of the cases) and a 
distended epigastrium in contrast to a flat lower 
abdomen. 

Other clinical signs include the Gray-Turner sign 
and Cullen’s sign. The first of these is ecchymosis of 
the flanks and the latter similar discoloration of the 
subumbilical region. Both are rare and appear three 
to four days after the onset of illness. 


Laboratory Aids 


Of the multitude of laboratory aids the following 
have received most attention, X-ray may show a dis- 
tended “sentinel loop” of jejunum, and later the 
transverse colon and stomach may show distention. 
The Cammidge Reaction was thought to be pathog- 
nomonic of acute pancreatitis but proved to be quite 
non-specific.* The diatase urine level, a difficult, none 
too reliable laboratory procedure has given way to 
the lipase and amylase blood values of present day 
use. Lipase and amylase blood levels have been well 
standardized and although their determination re- 
quires a certain length of time and a trained tech- 
nician they are considered almost as diagnostic as a 
pathologic section of the gland. 

Acute pancreatitis may simulate acute alcoholic 
gastritis, acute appendicitis, acute cholecystitis, acute 


* Cammidge’s Reaction: Boil albumin and glucose free 
urine with hydrochloric acid and after treatment with lead 
salts and the removal of these salts, heat with phenyl- 
hydrazin hydrochloride and examine sediment for the pres- 
ence of rosettes of yellow, needle-like crystals (osazone 
crystals). 
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diverticulitis, peptic ulcer, acute small bowel obstruc- 
tion, generalized peritonitis, perforated viscus, basal 
pneumonitis, acute pericarditis, and acute myocardial 
infarction. The confusion with pneumonitis is further 
complicated by the not unusual presence of physical 
signs at, and recovery of fluid from, the left lung 
base in patients with acute pancreatitis. The cardiac 
possibilities may also be suggested by transitory ST 
segment and T wave changes due entirely to the pan- 
creatic inflammation. 

The changing of methods of treatment in the var- 
ious causes of the acute abdomen has necessitated 
making a diagnosis, Acute pancreatitis was originally 
treated by surgical decompression and drainage. Since 
approximately 1934, medical treatment has been 
substituted and surgery even considered to be con- 
traindicated in acute pancreatitis but the hazards of 
surgery for patients with acute pancreatitis have been 
discredited in a study of 76 cases by Lampson, ef al. 
Many of the possible conditions mimicked are of the 
surgical emergency category. If surgery is detrimental 
to these patients a diagnosis is then even more im- 
portant. 


Adrenalin Mydriasis Test of Loewi 


It is the point of this paper to discuss a bedside 
test for pancreatitis which, although it has been on 
the medical record some 50 years, is at present vir- 
tually unknown and certainly not understood. In 1908 
Otto Loewi, the Nobel Prize winner for his investiga- 
tions of cardiac innervation, proposed a test for pan- 
creatic lesions, especially diabetes mellitus. It was his 
belief that the pancreas had an antagonistic effect on 
adrenalin and the sympathetic nervous system. As a 
measure of the hypersensitivity of the sympathetic 
system, Loewi proposed the following test: Using 
epinephrine 1:1000 solution. four drops are placed 
into the conjunctival sac of one eye of an animal. 
After approximately five minutes four more drops 
are added. The eye is observed for mydriasis over a 
period of from 20 to 60 minutes after the adrenalin 
instillation. A positive result is indicated by an in- 
crease in pupil size, often asymmetrically enlarged, as 
compared to the untreated control eye.* 


*Epinephrine was shown to be a mydriatic agent shortly 
after its discovery. Radziejewski in 1898 first noted the 
effect of adrenalin on the human eye but could not produce 
mydriasis or change in accommodation in 500 normals 
selected at random using 10 per cent solution in the con- 
junctival sac. Boruttau in 1899 showed local blood vessel 
contraction but no changes in the iris by similar adrenal 
administration. 

Clara Meltyer, e¢ al. showed that removal of the superior 
cervical sympathetic ganglion made pupils sensitive to small- 
er amounts of epinephrine given parenterally. In 1906 she 
became the first to advocate the use of conjunctival epineph- 
rine mydriasis as a diagnostic aid in human pathology. The 
test was used in patients suspected of having destruction 
of the superior cervical ganglion. 


In order to prove his theory, Loewi designed his 
experiment as follows: 


1. Instillation of adrenalin into the conjunc- 
tival sac of normal men, dogs, and cats had no 
influence on the pupillary dilatation. 

2. After total extirpation of the pancreas in 
dogs and cats, these animals showed adrenalin 
mydriasis. 

3. After operation to produce external drain- 
age of all pancreatic secretion, adrenalin my- 
driasis was not produced. 

4. In surgically produced pancreatic insufh- 
ciency (partial removal of pancreas) adrenalin 
mydriasis became positive after several months. 

5. In 10 of 18 diabetes mellitus patients the 
adrenalin mydriasis test was positive. 

6. One case of Basedow’s disease gave a posi- 
tive reaction. 


The Test’s Conclusions 


From these findings Loewi drew some broad con- 
clusions: 


A. Hypersensitivity of the sympathetic nerv- 
ous system is produced by removal or reduction 
of an internal secretion of the pancreas. 

B. The high percentage of positive reactions 
in diabetics indicates a pancreatic insufficiency 
in this disease. 

C. The positive reaction noted in Basedow’s 
disease is probably due to increased stimulation 
of the sympathetic system by hyperthyroidism. 

In summation of the test itself Loewi states: 

“The positive reaction is characteristic of a 
pancreatic lesion, when not due to other easily 
diagnosed causes. When not present, it is not a 
proof of the non-pancreatic origin of the 
disease.” 

From Loewi’s first publication to as late as 1952 
numerous poorly documented opinions have been ex- 
pressed about this adrenalin mydriatic test. As is true 
of all new procedures there were those who saw no 
clinical use in the test and some who attempted to 
read too much into it. 

Bailey even tried to differentiate between peri- 
pancreatic disease and pancreatitis. In one case he ob- 
served “‘a positive reaction unlike the other positives.” 
This case he diagnosed at operation as peripancreatic 
abscess. The ‘‘pseudo-Loewi reaction” as he called it 
showed not only dilatation of the pupil but also 
paralysis of the light reflex. 

In the same year (1908) Loewi’s findings were 
confirmed by Falta in whose observations positive 
reactions were also observed in lesions involving the 
peritoneum and in one case, the meninges. 

Again in 1908 Schultz found the reaction to occur 
in normal animals with “relative ease and certainty” 
if light stimuli were absent or reduced. However, he 
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did not seem compelled to explain Loewi’s results and 
seemed to feel his findings destroyed further use of 
the test. He showed that in normal man the reaction 
was positive in a dark room (the drugged pupil 
larger than the other) but that the test required 
longer than 148 minutes after epinephrine adminis- 
tration. 

In 1909-10 there were suggestions of the usefulness 
of Loewi’s tests in the diagnosis of acute pancrea- 
titis in the American literature. Werzberg in 1911 re- 
ported no false positives in his experience (seemingly 
quite limited) and also reported two cases of pan- 
creatitis with positive adrenalin mydriasis. Albu in 
the same year reported positive reactions with acute 
pancreatitis but found it so inconsisteat in diabetes 
as to make it useless for the diagnosis of that disease. 


Richard Cords’ Works 


The most careful, painstaking investigation of 
adrenalin mydriasis was published as a pamphlet in 
1911 by Richard Cords. Although Cords was partic- 
ularly interested in the mechanism of the test (to be 
discussed later) he did have contributions pertinent 
to this topic. For one, he showed clearly that dia- 
betes per se is not a cause of adrenalin mydriasis. 
Blood sugar levels, severity, duration, or control of 
diabetes had no relation to whether the test was pos- 
itive or negative. He was one of the first to point out 
the necessity of an intact cornea to prevent false pos- 
itive tests. He reported a long series of case histories 
where patients with conjunctivitis, corneal cracks, 
ulcers, and other injury had positive Loewi’s tests 
before, but not after, treatment to correct the eye 
lesions. 

Carpi in 1913 stated that in his investigations 
Loewi's test gave such variable results as to be un- 
reliable in the study of pancreatic insufficiency. His 
meaning of “pancreatic insufficiency’ however seems 
to be synonymous with diabetes mellitus. 

In 1913 Sladden reported in a series of two 
articles one of the few American investigations of 
Loewi's test. 

In the first report, using a carefully standardized 
technique, 51 patients were examined. Eleven were 
positive and 40 were negative. In five of the eleven 
positives pancreatic disease was demonstrated by op- 
eration or post-mortem, In four, pancreatitis was the 
clinical impression as either the primary disease or as 
a complication. Of the other two, one had exoph- 
thalmic goiter and the other was shown not to have 
pancreatitis at operation. The latter case was cancer 
of the pylorus and the test had been positive only on 
admission and was negative thereafter. Of the 40 
negative tests embracing many diseases (not neces- 
sarily acute abdomens) no pancreatic disease was 
proven or suspected. 


By present day standards the author’s criteria of 
diagnosis are not above question and his assumptions 
of “probably pancreatic disease’’ are not convincing. 
Most of the pancreatitis which was diagnosed was 
severe and chronic. This work, though valuable in 
1913, cannot be considered reliable now. 

From 1914 to 1930 Humphry, Waring and. Gif- 
fiths, Moynehan, Chamberland, Hailey, Rowland, and 
Garrod all reported the usefulness of the epinephrine 
mydriatic test for pancreatitis, Of these seven articles 
only three included any actual figures of clinical trials 
and in these three only a total of eight patients were 
reported. All of the tested patients were believed to 
have pancreatitis with confirmation by autopsy (four), 
operation (three), or clinical judgment (one). On 
the other hand McNeill Love reported 51 cases of 
acute pancreatitis with only five having a positive 
Loew’s reaction. This author failed to mention how 
many patients were shown to have a negative reaction 
and also did not clearly prove the diagnosis in all 51 
cases. It is to be said, however, that this latter study 
probably includes less severe cases of pancreatitis. 

Decker’s series of 500 cases from surgical and 
medical wards of the West Pen Hospital was thought 
to indicate that Loewi’s test was of doubtful diagnostic 
value. Of the 500 tested only 18 were found positive. 
Two had known primary and six had possible second- 
ary pancreatic disease while two others had gall 
bladder disease, The test was negative in some with 
proven pancreatic disease. It is unfortunate that the 
report does not explain the kinds of ‘“‘pancreatic 
disease” which gave the positive and negative re- 
sults, and does not give the case histories of the false 
positives. 

In 1951, Tseng, W. J. Wu, and C. K. Wu reported 
eight cases of “acute pancreatitis seen over a period 
of a year, diagnosed by elevation of serum amylase 
performed routinely on acute abdominal cases with 
upper abdominal pain.” Loewi's test ‘‘was carried out 
in six of our patients with negative results in four 
and a positive result in two. . . . We have also ob- 
tained positive results in patients suffering from dis- 
eases totally unrelated to the pancreas.” 


Important Factors Not Considered 


All reports thus far mentioned have failed to take 
into consideration at least two of three important 
factors. The most difficult of these to evaluate is the 
earlier mentioned condition of the cornea. This factor 
in itself, although important, could scarcely explain 
the multiple false positives and certainly none of the 
false negatives. It is of course important to know 
what medication the patient has been given, Mor- 
phine is often given acutely ill patients in severe 
pain, and this drug will block the test quite success- 
fully. Cocaine also has been noted to cause difficulties 
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with the test. Cords, quoting Loewi, mentions in- 
creased pupilliary, blood vessel and bladder sensi- 
tivity to adrenalin given parenterally as well as pos- 
itive Loewi’s test in animals previously administered 
cocaine. Any series without a careful history exclud- 
ing intake of these drugs is open to many errors. 

The most recent clinical trial and probably the most 
reliable to date was published by Aladjem in 1952. 
Among 8,653 patients admitted to the surgical de- 
partment of Rothschild Hospital, Haifa, Israel, dur- 
ing the six years prior to the publication, 16 cases of 
acute pancreatitis were diagnosed, of which three were 
traumatic. These figures show the one greatest in- 
adequacy of this report. Aladjem states that “all 
cases showed severe hemorrhagic and necrotic pan- 
creatitis, Doubtless there are milder forms of this 
disease, but these do not present to the hospital.” 

All cases of acute abdomen admitted to the de- 
partment over a six year period were tested following 
Otto Loewi’s suggested procedure. The results were 
as follows: 


1. “Of 118 cases of acute cholecystitis-choleli- 
thiasis proved operatively the test was positive in 
three. In each of these three we found stones in 
the common duct without any visible alteration 
in the pancreas. 

2. “Of 46 cases of perforated peptic ulcer, 
proved surgically, the test was positive in two. 
Of these, one was a deeply located duodenal 
ulcer with escape of pancreatic juice into the 
free peritoneal cavity. In the second case there 
was no visible finding apart from the perfora- 
tion. 

3. “In 100 cases of acute appendicitis the test 
was always negative. Of 32 cases of intestinal 
obstruction the test was positive in one case of 
volvulus of the sigmoid. 

4. “Of 21 cases of various acute abdominal 
conditions, among them some of ruptured spleen 
or liver, the test was positive in one case of re- 
troperitoneal — of the duodenum. This 
case also siuwed escape of pancreatic juice into 
the free peritoneal cavity. We applied the my- 
driasis test also in non-acute conditions. 

5. “We found that in 57 cases of Graves’ 
Disease the test was always negative. 

6. “In 246 operated cases of peptic ulcer the 
test was positive in three. In each of these three 
cases the ulcer had penetrated the pancreas. 

7. “Of 16 cases of acute pancreatitis the test 
was applied in 15 and found positive in 13, in 
one it was not clear, and in one the pupil did 
not react to epinephrine because the patient had 
been given a large dose of morphium before 
being sent to the hospital.” 


Computing Chi Squares for comparison of acute 
pancreatitis with each of the five other acute abdom- 
inal categories the following are the results: 


1. Acute pancreatitis and cholecystitis-choleli- 
thiasis—X? = 24.3 

2. Acute pancreatitis and perforated peptic 
ulcer—X? = 39.6 

3. Acute pancreatitis and acute appendix— 
X? = 97.6 

4. Acute pancreatitis and miscellaneous acute 
abdominal disease—X? = 24.5 

5. Acute pancreatitis and intestinal obstruc- 
tion—X? = 33.8 

6. Acute pancreatitis and all acute abdominal 
diseases—X? = 217 


All of these X* values indicate chance sampling 
would have given these results in frequency much 
less than .001 and are therefore all significant. Since 
the methods of diagnosis of acute pancreatitis in this 
series cannot easily be questioned, some valid con- 
clusion can be drawn, In the severe cases of acute 
pancreatitis here studied, the adrenalin mydriasis test 
of Loewi was highly accurate as a differential labora- 
tory aid in acute abdominal diseases. Aladjem con- 
siders the test even better than serum amylase levels 
when the onset has been more than 24 hours before 
examination. It is unfortunate that two other pro- 
cedures were not included: one, that serum lipase 
levels were not determined, and two, that both serum 
lipase and amylase levels were not done on all acute 
abdominal patients or at least all with false positive 
Loew's tests. 


Mechanism of Test 


The mechanism by which Loewi’s test becomes 
positive is as yet a mystery. To be sure there have 
been many theories and some experimental work on 
the subject. 

As has already been mentioned, Loewi thought his 
experiments indicated an internal secretion of the 
pancreas which inhibited the sympathetic nervous 
system. In absence or in diminished quantity this pan- 
creatic substance produced hypersensitive sympathetic 
responses. That Loewi correlated this with diabetes 
is interesting, but for the test, unfortunate. 

Biedl and Offer ligated the thoracic duct. In their 
experiment this caused glycosuria and adrenalin 
mydriasis was observed. They believe that pancreatic 
extract goes through the lymphatic system into the 
circulation. Blockage of this substance from circula- 
tion was thought to be the cause of the positive 
Loewi's test. 

One test done by Aladjem may indicate some 
thread of the truth in Loewi’s original theory. In 17 
children with acute parotitis epidemica the Loewi 
test was applied. Six were positive and the other 
eleven were tested in the early days of their illness. 

Besides the original ideas of Loewi, there are 
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other explanations. Cords demonstrated that increased 
epinephrine blood levels would tend to cause a posi- 
tive Loewi’s reaction. However, epinephrine mydriasis 
could not be demonstrated unless toxic doses of 
epinephrine were given. Cords, therefore, assumed that 
still another factor was necessary. He believed the 
additional factor to be an unexplained irritability of 
the sympathetic nervous system but could not demon- 
strate this experimentally. However, he was able to 
document that a certain concentration of epinephrine 
in the anterior chamber of the eye caused the adrena- 
lin mydriasis. Normal animals showed maximum 
pupillary dilatation with epinephrine concentration 
in the aqueous humor of 1:150,000 to 1:200,000. 
Concentrated (0.5 per cent) solutions of epinephrine 
gave easily apparent dilatation within 10 to 20 min- 
utes when placed in the conjunctival sac. Cords also 
showed positive Loewi’s tests in patients with corneal 
inflammation, ulcers and cracks which converted to 
negative tests after treatment of the corneal lesions. 
He assumed this was due to an increased absorption 
of the epinephrine through the diseased cornea. 

Ferandey disagreed emphatically, stating that no 
mydriasis was observed with “‘strongly inflamed eyes, 
or with cicatrixes or ulcerations of the cornea.” 

Frank however, demonstrated adrenalin mydriasis 
in the cat after injuring the eye with creosote. Frank 
was unable to show positive Loewi’s reaction with 
conjunctivitis patients but with ulcers and epithelial 
ruffing the tests were always positive. 

Others considered increased absorption was the 
mechanism but went on to suggest blood sugar levels 
were responsible. 

Cords, as has been previously noted, showed this 
assumption to be false. 

Cope believed disturbance of the suprarenals by 
contiguous disease was responsible for hypersensi- 
tivity to epinephrine. Bailey considered that mechan- 
ical pressure of a swollen pancreas might cause pa- 
ralysis or irritation of the celiac ganglion. Aladjem in 
seven cases of various abdominal conditions opened 
the abdomen under local anesthesia and infiltrated 
novocaine into the celiac ganglion. After this pro- 
cedure none of the patients showed other than a 
negative Loewi's test. 

Some writers explained the Loewi reaction as an 
imbalance of the reciprocal relationship of the pan- 
creas, thyroid and adrenals, Adrenals were thought 
to increase thyroid activity and to suppress the pan- 
creas and conversely. This would help explain the 
variable results of Loewi’s test in thyroid disease. 
Falta observed adrenalin mydriasis in dogs he had 
prepared with thyroid extract. Pancreatectomized and 
thyroidectomized dogs did not show any effect or 
only a slight delayed reaction to adrenalin adminis- 
tration in the conjunctival sac. 


Cords, although unable to explain these findings, 
believed a simpler mechanism was the cause of all or 
many of the positive Loewi’s tests in hyperthyroidism, 
at least those in cases with exophthalmus. He pointed 
out that there was decreased tear formation and a dry 
cornea with cracks, which led to increased absorption 
of the topical adrenalin. , 


Discussion 


It appears then that Loewi’s adrenalin mydriasis 
test is still on uncertain ground. The test is far from 
being pathognomonic and in view of published work 
only constant in more severe cases of acute pancrea- 
titis, The test is however worthy of clinical trial as a 
simple bedside test in spite of its limitations. Otto 
Loewi may have had greater insight into the mecha- 
nisms of this test than it would seem and further in- 
vestigation of these relationships could be very in- 
teresting. 


Summary 


The difficulty of bedside diagnosis of acute pan- 
creatitis is discussed along with enumeration of the 
more important signs, symptoms, and laboratory aids 
used in augmenting the clinical impression. 

The differential diagnosis of acute pancreatitis in- 
cludes many acute medical and surgical conditions. 
As many cf the diagnostic possibilities require varied 
and at times opposite treatments, the need of accurate 
diagnosis becomes most important. 

Loewi in his investigation of diabetes suggested 
using epinephrine in the conjunctival sac as a meas- 
ure of hypersensitivity of the sympathetic system 
which he believed was characteristic of diabetes 
mellitus. The test consists of administration of four 
drops of 1:1000 epinephrine into the eye, and re- 
peated in five minutes. The test is read in 20 to 60 
minutes using the untreated eye as a control. Careful 
attention must be made to insure that the cornea is 
intact and that the patient has not been given cocaine 
or morphine previously. 

In clinical experience, Loewi’s reaction has met 
with both approval and disapproval but has never 
gained wide use. There seems to be a strong positive 
correlation to acute pancreatitis when the test is used 
as a diagnostic aid in acute abdominal diseases. As is 
the case with many other laboratory tests Loewi’s 
adrenalin mydriasis serves as an indication of a given 
diagnosis but is not pathognomonic of it. 

The mode of action of the test is not as yet un- 
derstood. Several theories are discussed, 
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Defective Hearing 


Committee 
REPORTS 


Part Ill-In the Child of School Age 


Cc. W. ARMSTRONG, M.D., Salina, Editor 


The child of school age who is referred for exam- 
ination may range in age from six to sixteen years 
and, in general, may have a physical examination to 
include the ears, nose, throat, temperature, and re- 
moval of wax, debris, and pus prior to audiometry. 

If handled gently, the adenoids may also be seen 
with a warm mirror at this time and the patient’s 
confidence and cooperation obtained in preparation 
for hearing testing. During this period the patient 
should be observed to determine if the examiner's 
usual voice is heard in both of the patient’s ears, 
or in one ear better than the other as evidenced by 
head turning. If the child’s hearing seems better 
when the examiner’s face and mouth are visible, the 
child is probably doing some lip reading. Many pa- 
tients appear to hear the examiner’s voice well al- 
though subsequent audiometry belies this evidence. 
The volume and quality of the examiner's voice must 
be correlated with these findings. If the examiner 
has a soft voice, the child may hear only when he sees 
the examiner’s face. If the examiner has a loud voice, 
the child may hear even though his back is turned to 
the examiner. 


Examination Room Should Be Quiet 


In proceeding with the audiometric examination a 


This is the third article in a series of six prepared by the 
Kansas Medical Society Committee on Conservation of 
Hearing and Speech and edited by Dr. C. W. Armstrong, 
Salina. The next ‘article will appear in the February issue 
of the JOURNAL, 
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A series of six articles on Defective 
Hearing in Children is being printed in 
the Journal. These articles were pre- 
pared by C. W. Armstrong, M.D., Salina, 
Kansas, for the Committee on Conserva- 
tion of Hearing and Speech. The com- 
mittee members are V. R. Moorman, 
chairman, C. W. Armstrong, J. A. Bu- 
detti, R. A. Draemel, E. L. Gann, C. L. 
Gray, W. P. McKnight, E. E. Miller, Ruth 
Montgomery-Short, W. D. Pitman, R. R. 
Preston, G. O. Proud, R. E. Riederer, 
and M. J. Ryan. 

The titles of the coming articles will be 
Interpretation of Audiograms, Evalua- 
tion of Clinical Data, and Conclusions. 


relatively quiet room, free of relatives and friends, is 
very desirable. The patient is seated across from or 
beside the doctor at a table upon which the audi- 
ometer is placed. It is preferable that the patient see 
no dials. He is then directed to hold the ear phone 
to his ear and is asked if 2,000 cycles can be heard 
at 20 decibels. He is also asked if 3,000, 4,000, and 
5,000 cycles can be heard at the same intensity. If 
he does not hear, the power is increased enough to 
introduce the patient to the tones he is expected to 
hear later in the test. 


\ Yea 
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The formal audiometric test is then started with 
the 2,000 cycle tone at zero decibels. The volume is 
increased in five decibel steps until the tone is first 
heard. This point is marked on the audiogram card 
with a suitable symbol such as a small circle or (O) 
for the right ear and an (X) for the left ear. Since 
auditory fatigue occurs easily, the highest tone on 
the audiometer is next used in the test. The testing 
procedure is followed downward from tone to tone 
until the lowest tone has been tested. The symbols on 
the audiogram are then connected with a line. The 
Opposite ear is tested in the same manner and a curve 
is drawn. 

As a matter of interpretation of the audiogram, 
the 500 to 2,000 cycle tones are used in normal con- 
versation. If the loss for these tones is 15 decibels or 
more, a whisper may not be well heard. If a loss of 
30 decibels is found, ordinary conversation is diffi- 
cult to hear. If the loss is greater than 40 decibels, 
the decrease in hearing may be classified as severe. 

Following the completion of the air conduction 
audiometric test, further tests with the bone conduc- 
tion receiver or tuning forks may be desired and at 
times may throw additional light upon the patient’s 
condition. 


Objects of the Examination 


The objects of this examination are to establish 
the presence or absence of a hearing defect, to gain 
some insight as to its severity and when added to 
other known clinical information, to lay the founda- 
tion of a clinical diagnosis. This leads to better man- 
agement of the patient's condition. It becomes appar- 
ent at this point, especially to those who have an 
audiometer, that the whisper, the watch, and the 
tuning fork tests give extremely crude estimates of 
hearing ability. When used alone they are far below 
the results from audiometry in clinical accuracy. 


Therefore, the work done by the examiner in the 
school can be checked properly only by the same or 
better method than that employed in the original 
school survey. 

While it is advisable to check and re-check the 
hearing by audiometry of the school age child, the 
doctor must be forbearing with the younger children 
as a prolonged bout of testing will lead to fatigue 
and its attendant errors. 


Upon Completion of Test 


Having completed his examination the physician 
now compares his audiogram with the one given the 
patient by the school examiner to see if there is any 
variation. This comparison is not made until this 
point because of a general unconscious tendency of 
people to “get the same results’ as others. Others 
may try to prove the school examiner to be wrong. 
Neither approach is proper and such attitudes must 
be eliminated to the point of being impersonal. Oc- 
casionally, it will be found that an improvement in 
hearing has occurred. This is not necessarily due to 
an examiner's error, but is quite possibly due to the 
fact that an upper respiratory infection which was 
present at the time of the school examination has 
since cleared. Perhaps such an improvement will oc- 
cur with the removal of wax during the physical 
examination. If a large quantity of cerumen must be 
removed prior to audiometry, such handling may 
cause a middle ear congestion that results in a suff- 
cient increase of hearing loss that it is advisable to 
wait one or two days before doing an audiometric 
examination. 


(To be continued in the next issue of the Jour- 
NAL.) 


710 United Building 
Salina, Kansas 


Help for Family of Cancer Patient 


A new pamphlet designed to assist the families of cancer patients meet the difficult 
physical and psychological problems connected with that disease has been issued by the 
Public Affairs Committee in cooperation with the American Cancer Society. 

Written by Elizabeth Ogg with the assistance of several medical groups specializing 
in cancer research and treatment, the pamphlet suggests ways of “handling the situa- 
tion created by your relative’s cancer with a minimum of mental suffering.” It also con- 
tains specific advice on preparing for surgery and rehabilitation after surgery. The latest 
of the non-profit Public Affairs Pamphlet series, it is available for 25 cents from the 
Committee’s office at 22 East 38th Street, New York 16. 

Stressing the fact that half of all cancers are curable if detected and properly treated 
in time, the author stresses the importance of obtaining prompt bona fide medical care. 

“Of course, you would not knowingly put your loved one in the hands of a quack,” 
the author declares. “But you might do so without realizing it. Many quacks play on the 
hopes of the cancer patient and his family with skill in appearing as scientific and pro- 
fessional as any doctor.” Six ways in which a quack betrays himself are listed to help 


families guard against such deception. 


Maternal Mortality 


A 35 year old gravida III para II died in a well staffed and equipped hospital with 
a certificate diagnosis of bilateral bronchopneumonia due to influenza complicated by 
complete abortion. This diagnosis was supported by autopsy findings. 

Medical history contributed nothing pertinent. 

One week prior to admission to the hospital, the patient, who was then four and a 
half months pregnant, developed malaise, headache, low grade fever, and bright red 
vaginal spotting. Dyspnea, substernal pain, and a non-productive cough followed after 
several days and spiking temperature with strong chills developed. One hour before admis- 
sion, spontaneous, incomplete abortion of twins occurred. 

Acute respiratory distress was obvious on admission with a pulse rate of 120, tempera- 
ture of 103, and moist rales and rhonchi in both lungs. Slight vaginal bleeding was present 
and the cord was protruding from the vaginal orifice. Albuminuria, four plus, and a 
white count of 2,450 with 53 per cent neutrophils and 47 per cent lymphocytes were the 
only unusual laboratory findings. Oxygen, intravenous fluids, antibiotics, and an oxytocic 
were administered, The placenta was expelled as a result of the last. The patient’s con- 
dition deteriorated for the first 18 hours by which time she was moribund, hallucinations 
developed, and the abdomen became distended requiring gastric suction. Hydrocortisone 
and vasopressors were used and stabilization followed. For about three days there seemed 
to be progressive improvement with clearing of the pneumonitis. Throat cultures grew 
a beta hemolytic streptococcus strain. 

On the seventh day, she suddenly became worse with a persistent rise in temperature 
to 103-105 and an irreversible fall in blood pressure which would not respond to therapy. 
Death occurred that evening. Subsequently, blood cultures showed growth of micrococcus 
pyogenus, variety aureus. 

Autopsy disclosed micro-abscess formation of the cortex and medulla of both kidneys 
and of the myocardium and epicardium, bilateral pneumonitis with edema and inflamma- 
tory changes of the endometrium and myometrium, The pathologic picture therefore 
included influenza, type A, bronchopneumonia, abortion, and septicemia. 


Committee Opinion 


It was the opinion of the committee that this was a maternal death which would be 
considered nonpreventable from the standpoint of the obstetrical situation. Had the 
patient availed herself of medical attention sooner, death would undoubtedly have been 
preventable. The only therapeutic point suggested was the possible use of supportive 
blood transfusions. 

The possibility of the abortion being induced and its contribution as a source of sepsis 
was given considerable attention. Since neither the attending physician nor the reviewing 
physician could obtain any further information regarding it, no positive conclusion 
could be drawn as to the relationship of the onset of illness and the vaginal bleeding. It 
seems probable that there was an initial streptococcal infection which responded to 
antibiotic therapy only to have the patient succumb to an overwhelming resistant pyo- 
genes aureus invasion. 


Classification 


Maternal death, non-obstetric, nonpreventable. 


One of a series of case reports prepared by the Committee on Maternal Welfare to illustrate 
the type of study made in each instance of maternal death in Kansas. 
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Vomiting, Rebound Tenderness, Fever, and a Tender 


Case Presentation 


The patient for this conference was a 68-year-old 
Negro woman who was admitted to KUMC for the 
first time on May 28, with the complaint of ab- 
dominal pain for 18 hours. The pain was constant and 
located in the lower abdomen with maximum inten- 
sity in the right lower quadrant. She had recently 
had some loose, yellow stools, but she had no melena, 
chills, fever, jaundice, or hematemesis. She had had 
intermittent constipation for several years. One week 
before her admission she had an episode of vomiting, 
and since then she had had anorexia. For several 
hours before admission there had been frequency of 
urination. 

She was grava I, para II. She had been receiving 
treatment for hypertension and allergic rhinitis in the 
outpatient clinic since 1948, but had had no previous 
hospitalizations or operations. 

Her mother died at 59 years of age of carcinoma of 
the stomach. 

The patient was a moderately obese Negro woman 
with acute abdominal pain. Moist rales were heard 
in the left lung base. The cardiac examination was 
normal. Her abdomen was tympanitic and slightly 
distended, and there was guarding and rebound ten- 
derness in the right lower quadrant. A tender mass 
was palpated in the cul-de-sac, and there was a ques- 
tionably enlarged uterus or ovarian mass. Bowel 
sounds were active. 

The specific gravity of the urine was 1.020 with 
1-2 pus cells per high power field and one plus al- 
bumin. The hemoglobin was 13 gm. The white count 
was 19,750 with 82 per cent polymorphonuclears. 
The blood urea nitrogen was 12 mg. per cent; fasting 
blood sugar, 7.7 mg. per cent. Thymol turbidity was 
three plus; amylase, 97 units. 


Edited by Jesse D. Rising, M.D. and Mahlon Delp, M.D. 
from recordings of the conference participated in by the de- 
partments of medicine, pediatrics, surgery, radiology, and 
pathology of the University of Kansas Medicai Center as 
well as by the third and fourth year classes of students. 


Pelvic Mass in an Elderly Woman 


The patient was treated with gastric suction, par- 
enteral fluids, chloramphenicol and succinylsulfathi- 
azole. A sigmoidoscopic examination was negative to 
15 cm. By the fourth hospital day her symptoms had 
subsided, and she was discharged on June 4. 

She was readmitted on June 12 for a repeat 
barium enema and for re-evaluation. She had been 
treated with chloramphenicol and succinylsulfathiazole 
as an outpatient. Since her last admission she had 
remained asymptomatic, and her appetite had been 
good. 

Her blood pressure was 160/90. The hemoglobin 
was 10.3 gm., and the white count was 11,350 with 
64 per cent polymorphonuclears. The prothrombin 
time was 72 per cent of normal. There was mild A-V 
nicking of the retina. The lungs were clear, and no 
cardiac murmurs were heard. There was slight right 
lower quadrant tenderness and guarding without re- 
bound tenderness. There were no enlarged abdominal 
organs. An extensive, extrinsic mass was noted pos- 
terior to the bladder. 

On June 16 an exploratory laparotomy was per- 
formed. Her postoperative course was uneventful, 
and she was discharged on June 27. 

Dr. Robert Manning (moderator): Are there any 
questions ? 

Roger Reitz (student)*: What was her tempera- 
ture course while she was in the hospital ? 

Dr. Kenneth Hedrick (resident in surgery): 
On her first admission her temperature was 102.4 de- 
grees, and there were daily elevations to around 100 
degrees until the last two hospital days. She was 
afebrile on her second admission. 

John Slater (student): Did she have any weight 
loss ? 

Dr. Hedrick: She continually tried to reduce, and 
her weight fluctuated considerably over the years. 


* Although a student at the time of this conference in 
December, 1958, he, like the others referred to as students, 
received the M.D. degree in June, 1959. 
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Figure 1. Electrocardiogram taken on September 22, 
1955. 


Mr. Slater: What were her bowel habits just be- 
fore her first admission ? 

Dr. Hedrick: She complained of intermittent con- 
stipation. 

Don Van Derby (student): What was the char- 
acter of her stools? 

Dr. Hedrick: They were yellow and loose. 

Kenneth Reed (student): Did she have a previous 
history of epigastric distress ? 

Dr. Hedrick: She complained of epigastric pain 
on her first admission. 

Robert Reinecke (student): Was there any other 
mention of the rales in the chest on the first admis- 
sion ? 

Dr. Hedrick: No, the lung fields were clear. 

Mr. Van Derby: Was an abdominal mass pal- 
pated ? 

Dr. Hedrick: No. 

Douglas Voth (student): Were stool cultures 
done? 

Dr. Hedrick: No. 

Mr. Voth: Were any skin tests done? 

Dr. Hedrick: No, there were none. 

Wilbur Neei (student): Will you describe her 
pelvic examination ? 

Dr. Hedrick: There was only the extrinsic mass 
posterior to the bladder. 

Mr. Reinecke: Did she have any vaginal dis- 
charge ? 

Dr. Hedrick: No, she did not. 

Mr. Slater: Why was the sigmoidoscopic exam- 
ination terminated at 15 cm.? 

Dr. Hedrick: It was impossible to negotiate any 
higher. 

Mr. Van Derby: What were the hematocrit val- 
ues ? 

Dr. Hedrick:: On the first admission the hema- 


tocrit was 43 ml.; on the second admission it was 33.5 
ml. 

Mr. Reitz: Did she have any vomiting while hos- 
pitalized ? 

Dr. Hedrick: She had two episodes of vomiting 
during her first admission. 

Mr. Voth: What were the guaiac tests on the 
feces ? 

Dr. Hedrick: That test was not done. 

Mr. Reed: Were bowel sounds ever absent ? 

Dr. Hedrick: On her first admission the bowel 
sounds were active. 

Mr. Van Derby: Did she have any flushing or 
cyanosis ? 

Dr. Hedrick: No. 

Mr. Neel: What was the serology ? 

Dr. Hedrick: The serology was negative. 

Mr. Slater: Was there any evidence of eosin- 
ophilia ? 

Dr. Hedrick: The eosinophil count was 2 per cent 
on the first admission. 

Mr. Reitz: Did she have arthralgia? 

Dr. Hedrick: No, she did not. 

Mr. Reitz: What was her blood pressure? 

Dr. Hedrick: Her blood pressure had been high, 
but over a period of years it dropped from 200/100 
to 150 to 160 systolic and 85 to 90 diastolic. 

Mr. Voth: Did she have any previous history of 
lower abdominal distress ? 

Dr. Hedrick: No, she did not. 

Mr. Slater: Was the mass in the cul-de-sac tender? 

Dr. Hedrick: It was. 

Dr. Manning: Dr. Webster, will you describe the 
pelvic examination, please? 

Dr. Joseph G. Webster (associate in obstetrics 
and gynecology): The patient was so extremely 
tender that the examination was entirely inadequate, 
but it was my impression that there was a mass and 
that the pelvis was slightly fixed. 

Dr. Manning: Thank you. May we have the elec- 
trocardiograms, please? 

Mr. Reed: The first tracing taken on September 22, 
1955 (Figure 1), shows a regular rhythm and a rate 
of approximately 80. P waves are normal and present 
in all leads. The T wave is inverted in V,. There is 
a fairly normal progression of the R wave across the 
chest. The P-R interval is less than 0.2 and is in the 
range of normal. The Q-T interval is not prolonged; 
there is presence of a Q wave in lead III. I interpret 
this as a normal electrocardiogram. 

The second tracing is essentially the same as the 
first one. The rate is still approximately 80 and reg- 
ular. The QRS vector is still the same, approximately 
plus 30. There is a V4R lead which was not present 
in the previous tracing. There is T wave inversion 
in leads V, and Vz. with plus T wave in V3. The Q 
wave which was present in lead III is somewhat deep- 
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Student Union Building 


Executive Director, 
Continuation Center & Student Union Bldg. 
University of Kansas Medical Center 

39th & Rainbow 

Kansas City, Kansas TA 2-5252 Extension 450 
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invite you to make use of the facilities of the Continuation Center and 
Student Union Building (The Student Center) at any time you are in the 
Kansas City area—for professional training, for business, for pleasure. 
All-weather tunnels connect all buildings at the University of Kansas Medi- 


cal Center. 

* Studio-type guest rooms with twin * 24-hour desk service 
beds, shower and tub are spacious * Free parking 
and beautifully decorated. * Telephone service 

* Air conditioning Rates: Single $5.50, Double $8.50 


UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


POSTGRADUATE MEDICAL STUDY 


RADIOLOGY HEMATOLOGY 
February 8, 9 and 10, 1960 February 22, 23, 24, 25 and 26, 1960 
Guest Instructors: K. U. School of Medicine Faculty: 
FELIX G. FLEISCHNER, M.D., Harvard Medical School. ae e 
' Vv . 
GILBERT H. FLETCHER, M.D., M. D. Anderson Hospital, University SUSTAVE EISEMANN, M.D., Associate in Medicine. 
of Texas, Houston. DONALD R. GERMANN, M.D., Associate Professor of Radi- 
C. ALLEN GOOD, M.D., The Mayo Clinic. ology. 
C. R. GRIFFITH, Westinghouse Electric Corp. WILLIAM E. LARSEN P bat 
RUTH J. GUTTMANN, M.D., Columbia University. 5 SEN, M.D., Assistant Professor of Medicine. 
JOHN A. KIRKPATRICK, JR., M.D., Temple University. MARJORIE J. SIRRIDGE, M.D., Associate in Medicine. 
RICHARD H. MARSHAK, M.D., Mount Sinai Hospital. ROBERT K. SKILLMAN, M.D., Instructor in Medicine. 


WENDELL G. SCOTT, M.D., Washington University. 


CHARLES M. WHITE, M.D., The Wichita Clinic. SLOAN J. WILSON, M.D., Associate Professor of Medicine 


and Head of the Section of Hematology. 
Fee—$45.00 
Fee—$60.00. Enrollment limited to thirty-five (35) 
THE OPHTHALMOSCOPE: ITS USE IN MEDICINE 


February 11, 1960 


K. U. School of Medicine Faculty: For program announcement and information, write: 


LARRY L. CALKINS, M.D., Associate Clinical Professor of Ophthal- 


mology. DEPARTMENT OF POSTGRADUATE 


A. N. LEMOINE, JR., M.D., Professor of Ophthalmology and Chair- 


man of Department. MEDICAL 
JAMES T. ROBISON, JR., M.D., Assistant Clinical Professor of EDUCATION 
Ophthalmology. 


DICK H. UNDERWOOD, M.D., Associate in Ophthalmology. 
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wherever there is inflammation, swelling, pain 


Streptokinase-Streptodornase Lederle 


conditions 

for a fast 

& comfortable 
comeback 


Host reaction to injury or local infection has a 
catabolic and an anabolic phase. The body responds 
with inflammation, swelling and pain. In time, 

the process is reversed. VARIDASE speeds up 

this normal process of recovery. 

By activating fibrinolytic factors VARIDASE shortens 

the undesirable phase, limits necrotic changes due to 
inflammatory infiltration, and initiates the constructive phase 
to speed total remission. Medication and body defenses 
can readily penetrate to the affected site; 

local tissue is prepared for faster regrowth of cells. 

In infection, the fibrin wall is breached while 

the infection-limiting effect is retained. In acute 

cases, response is often dramatic. In chronic 

cases, VARIDASE Buccal Tablets can stimulate 

a successful response to primary therapy 

previously considered inadequate or failing. 


for routine use in injury and infection 
...new simple buccal route 


VARIDASE Buccal Tablets should be retained in the buccal 
pouch until dissolved. For maximum absorption, 
patient should delay swallowing saliva. 

Dosage: One tablet four times daily usually for five days. 
When infection is present, VARIDASE Buccal ‘Tablets 
should be given in conjunction with AcHRomMycin® V 
Tetracycline with Citric Acid. 

Each VaripasE Buccal Tablet contains: 10,000 Units 
Streptokinase and 2,500 Units Streptodornase. 

Supplied: boxes of 24 and 100 tablets. 


1. Innerfield, I.: Clinical report cited with permission 
2. Clinical report cited with permission 


C£ederte) LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 


4 


| \ | ‘Tablet 
| 
| 
| 
| 
i] 
| 
| 
it) 


severe bruises 
... swelling 
... cleared 
by fifth day’ 


rapidly spreading 
rhus dermatitis 
healed within 

a week’ 


15 years duration 
... resolved with 
VARIDASE’ 


marked reversal 


THROMBOPHLERITIS 


ack on his feet 


in 3 days... CELLULITI 
returned in a week after normal routin 
to school... recurrent episode’ resumed after 4 days 


closure advanced’ of VARIDASE' 
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A “SECOND BEST” ARMY FAILS TOTALLY 


And against the main army of alcoholics—those 
whose drinking is a symptom of underlying pathology— 
less than a complete campaign is futile. 


To shorten time, frustration and expense (simple 
efficient management) requires initial institutional care 
of these individuals: 


To stop their ingestion of alcohol; 


To detoxify the system; 


ance; 


To detect and correct nutritional 
anomalies peculiar to the individual 
alcoholic; 


1. 
2. 
> To restore the fluid electrolyte bal- 
4. 
3 


To overcome or reduce bodily ailments 
that contribute to the abnormal state 
and, finally 


6. To develop a program that will aid 
the particular individual in abstain- 
ing from all alcoholic beverages un- 
til death. 


The Ralph Clinic (in its 62nd year) 

THE RALPH CLINIC is in the advance of every phase of 

the treatment of alcoholism. It in- 

529 HIGHLAND AVENUE ¢ KANSAS CITY 6, MISSOURI vites consultation with you con- 
cerning your patients with prob- 


Telephone VI. 2-3622 lems of excessive drinking. 


(A portfolio 
about the Problem of Alcoholism is available upon request). 
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er in this lead. I interpret this as a normal electro- 
cardiogram. 

Dr. Manning: May we have the x-rays now, 
please ? 

Mr. Neel: A P-A of the chest on May 28, 1958, 
shows no bony abnormalities. The costophrenic an- 
gles are clear, and the diaphragm appears smooth and 
is not elevated. The transverse diameter of the heart 
is moderately increased. There is prominence of the 
aortic knob with some calcification. The pulmonary 
conus and outflow tract are not prominent. Numer- 
ous calcifications are seen in the hilus bilaterally. 
There is also a slight infiltration in the left lower lobe. 

An upright film of the abdomen taken on May 
28 (Figure 2) shows slight lipping of the vertebra. 
No psoas shadows are seen. There are fluid levels 
throughout the lower bowel. I interpret this film as 
showing partial obstruction compatible with ileus. 

An intravenous pyelogram on the second admission 
shows the outline of the left kidney which appears to 
be somewhat hypertrophied, but seems to be function- 
ing normally, and the outline of the right kidney which 
appears slightly hypoplastic and shows hypofunction. 
I believe the hypoplastic kidney with hypofunction 
can be explained as Goldblatt’s phenomenon in a 
case of hypertension. 

A barium enema on the second hospital admission 
shows filling of the entire colon with some flowing 
into the lower ileum. There are no deformities or in- 
trinsic or extrinsic masses. There are norma! haustra- 
tions in this area. I interpret this as a normal film. 

A post-evacuation film taken following the barium 
enema shows the retention of barium compatible with 
a diverticulum in the sigmoid colon, but this area 
could be due to retained fecal material. 

Dr. Manning: Dr. Tice, may we have your com- 
ments, please? 

Dr. Galen Tice (radiologist): The original chest 
film showed moderate enlargement of the heart and 
calcification of the pleura. On the original KUB film 
there were numerous calcified deposits which appeared 
to be calcification of small fibroids. 

Dr. Manning: Thank you. May we have your 
discussion now, Mr. Voth? 


Differential Diagnosis 


Mr. Voth: Our case today concerns a 68-year-old 
colored woman who had been followed in the out- 
patient clinic since 1948. Seven days before admis- 
sion she came in with a history of vomiting for one 
day. She had anorexia, loose, yellow stools, rebound 
tenderness, abdominal distention and a tender pelvic 
mass. The signs and symptoms of the acute abdomen 
were ameliorated by conservative management. She 
was dismissed, but eight days later she was read- 
mitted at which time a laparotomy was performed. 


Figure 2. X-ray on May 28, 1958. 


Her postoperative course was uneventful, and she was 
discharged. 

Periarteritis and collagen disease can produce this 
clinical picture, but I shall dismiss them because of 
the lack of multiple system involvement and lack of 
characteristic laboratory findings. 

Primary involvement of the urinary tract is an un- 
likely diagnosis because of the negative urinalysis and 
normal blood urea nitrogen, and because she had no 
chills, fever, or costovertebral angle tenderness. I be- 
lieve there was a hypoplastic kidney, and I cannot rule 
out an extrinsic mass to the kidney. 

Almost all of the features in our patient’s case 
could be attributed to gallstone ileus. I find it difficult 
to dismiss acute cholecystitis in the acute abdomen, 
but I shall rule out all primary biliary tract diseases 
because she had no chills, fever or jaundice, and be- 
cause of the lack of characteristic stool and urinary 
findings. 

Retroperitoneal sarcoma and lymphoma must be 
mentioned, but I shall dismiss them because of the 
lack of the typical adenopathy, lack of marked anemia 
and because of her clinical course. 

Malignancy of the uterus and tubes, tubo-ovarian 
abscess and salpingitis can be dismissed because of 
the patient's age and because she had no chills, fever 
or vaginal discharge. 

Infarction of a uterine leiomyoma or a torsion of 
an Ovarian tumor may cause a similar clinical picture, 
and numerous such instances have been reported, but 
I shall rule them out because of the patient’s age, the 
lack of coincidental onset of symptoms, and because 
she got well so rapidly. 

Gastric and small bowel carcinoma are unlikely 
diagnoses because there is no history of epigastric dis- 
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Figure 3. Invasion of submucosa by irregular tumor 
acini. Well differentiated and producing mucus. Hem- 
atoxylin and eosin stain. X38. 


tress, no melena or hematemesis and no abdominal 
masses. 

I shall also rule out amoebic abscess and regional 
enteritis. 

Dr. Manning: What is meant by regional en- 
teritis ? 

Mr. Voth: It is a chronic granulomatous inflamma- 
tion of the cecum. I also'rule out ileocecal tuberculosis 
and mycosis because of the lack of symptoms, especial- 
ly diarrhea, the patient’s age, the lack of characteristic 
x-ray findings, and the clinical course. 

Abdominal vascular accidents should be mentioned 
here, but the clinical course refutes this diagnosis. 

Meckle’s diverticulitis must also be considered in 
the acute abdomen, but in 90 per cent of these cases 
the patient is less than 30 years old, and twice as 
many males as females are affected. 

Diverticulosis precedes the development of divertic- 
ulitis of the left colon and is usually found in the 
sigmoid region. Symptoms of the disease in the acute 
stage are abdominal pain and distention, fever, diar- 
rhea, or constipation, and urinary symptoms of fre- 
quency and dysuria. A mass is frequently palpated in 
the abdomen or in the pelvis, and rectal bleeding is 
found in 25 per cent of the acute cases. This diagnosis 
is an attractive one and cannot be ruled out altogether, 
although the x-ray findings do not seem to apply here. 

Appendicitis in the elderly patient is characteristic- 


ally atypical. The classical symptoms are often modi- 
fied, and fever and leukocytosis may be absent. Serious 
complications, such as perforation and abscess forma- 
tion, may be absent or silent, or they may cause pros- 
tration and death. Antibiotics given to these patients 
may completely mask these symptoms. Indeed, the 
history and clinical course of our patient are quite 
consistent with this diagnosis, and I cannot rule it 
out. 

Left-sided carcinoma of the colon is not too likely 
here because of the lack of the preceding symptoms of 
weight loss and change in bowel habits, and in this 
disease there is usually blood in the feces. The ab- 
sence of x-ray evidence of this does not necessarily 
rule it out. Right colon carcinoma has an insidious 
onset usually with mild symptoms of dyspepsia, mid- 
dle or lower gastrointestinal complaints, and a mild 
or marked anemia. 

About 15 per cent of patients with cecal carcinoma 
present with the diagnosis of appendicitis. I cannot 
rule out right or left colon neoplasms. At least 170 
cases of cecal diverticulitis have been reported of 
which 85 per cent were diagnosed as appendicitis. 
The symptoms are usually somewhat mild, as in our 
patient’s case, and recovery is rapid on conservative 
management. Twenty-five per cent of these patients 
have symptoms of right iliac fossa pain, and frequent- 
ly there is a palpable mass. 

Finally, the patient could have had an infectious or 
neoplastic disease with or without perforation of a 
viscus, but I believe she had an acute cecal diverticuli- 
tis. 


Clinical Discussion 


Dr. Manning: Mr. Van Derby, do you agree that 
there are now 171 cases reported of right-sided di- 
verticulitis ? 

Mr. Van Derby: I certainly do not. I believe she 
had early cecal carcinoma with the complication of 
appendicitis. 

Dr. Manning: Mr. Reinecke? 

Mr. Reinecke: I agree with the diagnosis of right 
diverticulitis. 

Dr. Manning: Mr. Slater? 

Mr. Slater: I believe she had diverticulitis of the 
left colon. 

Dr. Manning: Mr. Reed? 

Mr. Reed: Left-sided diverticulitis. 

Dr. Manning: Mr. Reitz? 

Mr. Reitz: I believe she had appendicitis with per- 
foration. 

Dr. Manning: Mr. Van Derby, what is your opin- 
ion of the patient’s response to antibiotics as a point 
in the diagnosis? 

Mr. Van Derby: These patients often respond 
rather well to antibiotics for a while. 

Dr. Manning: Mr. Neel, what is your diagnosis? 


| 
‘ 


JANUARY, 1960 a 


Mr. Neel: Acute appendicitis. 

Dr. Manning: What is your opinion about the 
pathogenesis in this case? 

Mr. Neel: In the elderly patient there is loss of 
elastic tissue with fibrotic changes in the appendix and 
perhaps impaired blood supply. There are ischemic 
changes with edema and blocking off. 

Dr. Manning: Do you agree with Mr. Van Derby’s 
idea that a carcinoma might lead to an appendicitis? 

Mr. Neel: It is not uncommon. These patients fre- 
quently present with appendicitis. 

Dr. Manning: Mr. Reitz, do you believe that our 
patient’s non-functioning right kidney is of any sig- 
nificance ? 

Mr. Reitz: It could easily explain her hypertension. 

Dr. Manning: Mr. Reinecke, is there any correla- 
tion between this kidney x-ray and the patient's pres- 
ent disease? 

Mr. Reinecke: No, I do not believe so. 

Dr. Manning: Do you believe this was an ob- 
structive phenomenon with a right-sided pelvic mass? 

Mr. Reinecke: No. 

Dr. Manning: Mr. Voth, is there any significance 
between the normal electrocardiogram and her his- 
tory of hypertension for ten years? 

Mr. Voth: Her hypertension varied from 150- 
200/85-100, and I believe that that is entirely con- 
sistent. 

Dr. Manning: Do you believe she had a benign 
hypertension ? 

Mr. Voth: Yes, I do. There is no evidence of hy- 
pertensive episodes with crisis or encephalopathy. 

Dr. Manning: May we have your opinion, Dr. 
Berry ? 

Dr. Maxwell G. Berry (internist): I agree with 
the students’ diagnosis of appendicitis. 

Dr. Manning: Dr. Rankin? 

Dr. Thomas J. Rankin (internist): My prime 
consideration for the site of the diverticulum would 
be at the tail end of the cecum. I believe the surgeon 
who explored this case, while having to entertain 
many other difficult diagnoses, would have to con- 
sider even left-sided diverticulitis which presented in 
the right lower quadrant. He would also consider the 
question of a malignancy with secondary infection, 
and still would have to go along with the basic con- 
cept that his type of approach would be for appendi- 
citis. It should be emphasized that the patient did 
have an infective abdominal condition, but the reduc- 
tion in hemoglobin from 13 to 10.3 gm. is, I believe, 
a fairly rapid fall for a simple appendicitis. Perhaps 
the student's concept that this was a complication or 
result of an early carcinoma of the cecum is correct. 
I can only add that I believe that this type of ab- 
dominal infection in the older patient often presents 
more insidiously and gently than it does in the young- 
er individual. 


Other two clefts are sinus tracts connecting with periap- 
pendiceal abscess. Hematoxylin and eosin stain. X17. 


Dr. Manning: Dr. Schloerb, will you describe the 
operative findings, please? 

Dr. Paul R. Schloerb (surgeon): Before the op- 
eration, while the patient was under anesthesia, ab- 
dominal palpation was again performed which, be- 
cause of previous tenderness, was not very informa- 
tive. At that time, the patient had a right lower 
quadrant mass, and because of that the pre-operative 
diagnosis was sigmoid diverticulitis. It was thought 
that the sigmoid was largely in the midline and partly 
in the right lower quadrant and was involved by 
diverticulitis. The incision was changed to the right 
lower quadrant, and on opening the peritoneum an 
inflammatory mass was found involving the terminal 
small bowel and the cecum and intimately adhered 
to the uterus. Because of bleeding the uterus was re- 
moved, and there was resection of the terminal ileum 
and the residual up to the mid-ascending colon. This, 
then, was a right colectomy but not actually a cancer 
operation. The only apparent finding was an inflam- 
matory mass. Postoperatively the patient did well. 

The question arises, under these circumstances, as 
to the origin of the mass, and certainly appendiceal 
abscess would be one of the first diagnoses to be con- 
sidered. Cecal diverticulitis, however, may present in 
exactly the same way, and cecitis, or Crohn’s disease, 
is another not uncommon finding in such a situation. 
The presence of foreign bodies, too, may occasionally 


Figure 4. Lumen of appendix indicated by arrow. 
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produce similar findings. As an example, a toothpick 
coming down the ileum may perforate in the region 
of the cecum and may produce an identical type of 
rapid inflammatory reaction. Aside from an apparent 
inflammatory mass the actual pathologic diagnosis 
was not made at the time of surgery. The treatment 
was to remove the cause of the trouble. 

Dr. Manning: Dr. Weber, do you have any com- 
ments ? 

Dr. Robert Weber (internist): It is of interest 
that the patient, on her first admission, had a mass 
that had appeared in 18 hours, apparently with acute 
onset. It is unusual for a mass to appear so rapidly, 
and I believe that probably the use of the antibiotics 
did contribute toward producing this mass. 

Mr. Van Derby: Many articles report that a diag- 
nosis of early carcinoma of the cecum is usually made 
only on pathological sections. 

Dr. Manning: Several standard surgical textbooks 
mention this specific pathological diagnosis. May we 
have the pathologist’s report, please ? 


Pathological Report 


Dr. James Boley (pathologist): The pelvic mass 
palpated clinically was the uterus which contained 
many subserous and intramural fibroids and which 
weighed three hundred grams. An endometrial polyp 
was also found but had no bearing on the symptoms 
and signs of the patient. 

The specimen of major significance was the ter- 
minal ileum, cecum ascending colon and appendix. A 
hemorrhagic firm mass inferior to the cecum ob- 
scured the appendix. The mass had many fibrous tags 
indicating that surrounding structures had been ad- 
herent. Upon section of this mass the proximal and 
distal part of the appendix were thick and edematous. 
The central part of the appendix was replaced by a 
soft mass which was hemorrhagic and not unlike 
granulation tissue. A probe could be passed from this 
space into the cecum. The opened cecum contained an 
elevated tumor which covered the ostium of the ap- 
pendix, was rather flat, had rolled edges, and, for the 
most part, was not adherent to the muscularis. 


Microscopically the greater part of the cecal le- 
sion was a sessile papiloma with much atypism of the 
acini. By taking numerous sections, however, actual 
invasion of the submucosa by tumor acini was found 
(Figure 3). The central part of the appendix was 
necrotic and a sinus tract (Figure 4) could be traced 
into a periappendiceal abscess which was well en- 
capsulated by a fibrous wall. 

It is my opinion that the patient had this rather 
small carcinoma of the cecum which obstructed the 
appendix. This obstruction resulted in an acute ap- 
pendicitis which subsequently perforated, caused 
peritonitis, and finally became localized to form a 
periappendiceal abscess.! This abscess spontaneously 
drained into the cecum. An increasing number of 
similar case reports of carcinoma of the cecum have 
appeared in the surgical literature during the past ten 
years.?: 3, 4 

Dr. Manning: Thank you, Dr. Boley. Carcinoma 
of the cecum is not an uncommon etiologic factor in 
the precipitation of acute appendicitis or in perfora- 
tion of the cecum leading to cecal or periappendiceal 
abscess. I would also like to emphasize that the diag- 
nosis of appendicitis in an older patient is typical only 
in that it is quite atypical. If one reviews the cases of 
appendicitis with appendiceal abscess in the geriatric 
patient there are no two that seem to quite fit to- 
gether. They are extremely difficult and should always 
be considered in an older patient who presents with 
either lower or upper abdominal complaints. 


Pathological Anatomical Diagnosis 


Papillary carcinoma of cecum. 
Acute appendicitis with perforation. 
Periappendiceal abscess. 
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BROWSING 


The Oath of Hippocrates is familiar to all physicians and to many other people, but many of his 
other writings are not as well known. Some of the “Aphorisms’’ are interesting, many reflecting an 
astuteness which is quite ‘‘modern.” 


“Life is short, and the Art long; the occasion fleeting; experience fallacious, and judgment difh- 
cult. The physician must not only be prepared to do what is right himself, but also to make the 
patient, the attendants, and externals co-operate. 


“Old persons endure fasting most easily; next, adults; young persons not nearly so well; and 
most especially infants, and of them such as are of a particular lively spirit.” 


+ 
“Growing bodies have the most innate heat; they therefore require the most food, for otherwise 
their bodies are wasted. In old persons the heat is feeble, and therefore they require little fuel, 
as it were, to the flame, for it would be extinguished by much. On this account, also, fevers in old 
persons are not equally acute, because their bodies are cold.” 


* * 


“Both sleep and insomnolency, when immoderate, are bad.” 


“Neither repletion, nor fasting, nor anything else, is good when more than natural.” 
“Persons who have a painful affection in any part of the body, and are in a great measure 
insensible of the pain, are disordered in intellect.” 
* 
“It is better that a fever succeed to a convulsion, than a convulsion to a fever.” 


“Persons who are naturally very fat are apt to die earlier than those who are slender.” 
x ok 


“Of two pains occurring together, not in the same part of the body, the stronger weakens the 


other.” 


“In a pregnant woman, if the breasts suddenly lose their fullness, she has a miscarriage. . . . If, 
in a woman pregnant with twins, either of her breasts lose its fullness, she will part with one of 
her children; and if it be the right breast which becomes slender, it will be the male child, or if 


the left, the female.” 


“Sneezing coming on, in the case of a person afflicted with hiccup, removes the hiccup.” 


“Persons who have become bald are not subject to large varices; but should varices supervene 
upon persons who are bald, their hair again grows thick.” 
* 


“Those diseases which medicines do not cure, iron (the knife?) cures; those which iron cannot 
cure, fire cures; and those which fire cannot cure, are to be reckoned wholly incurable.” (O.R.C.) 
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The President’s Message 


Dear Doctor: 


The medical profession is fortunate to have many friends and allies 
in its efforts to be of service to the public. One of the most loyal groups 
on whom we may rely is the Medical Assistants Society. 

The Kansas medical profession has for many years been proud of the 
Medical Assistants organization within its state. These girls, whom we 
individually find indispensable, have banded themselves together in order 
to do a better job for us. They are spending much of their leisure time 
attending meetings to train themselves how to keep your patient, 
and you, happy. The patient is in contact with your medica! assistant first. 
First impressions set the stage for the successful care of the patient 
and his problem. 

Many of you know that the members of the Kansas Medical Assistants 
were quite active, and indeed, were the guiding hands, in the formation 
of the American Association of Medical Assistants, now in its fourth year. 
Kansas girls were among the first officers of the fledgling group and 
have remained in the forefront of the national organization. A new film 
entitled ‘‘First Contact’’ has recently been produced through cooperative 
effort of the American Medical Society, the American Association of 
Medical Assistants, and a pharmaceutical firm. This film is available to 
Medical and Medical Assistants Societies for showing in order to organize 
groups and to promote memberships. Your society may want to avail 
itself of this film. 

While the Kansas medical profession has been active in its encourage- 
ment of this important group, many of our doctors either are unaware 
of the organization or do not understand its goals. It is not a bargaining 
or grievance group. These girls are bound together for the sole purpose 
of education for their role of making your patient comfortable and at ease, 
and assisting you in your care of the sick. The competent medical assistant 
is one of our best public relations aid. 

Each physician can help himself and his assistant by advising her 
to become a member of this organization. She should not only be a member, 
but should be encouraged to attend and participate in its activities. The 
physician, the assistant, and the patient will be benefited. 


Respectfully yours, 


President 
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Editorial 
COMMENT 


Where We Stand on the Medical Program 


MARVIN E. LARSON, Director, Kansas State Board of Social Welfare 


Since the beginning of the Kansas Social Welfare 
Program in 1938, one of the difficult problems con- 
fronting the State Board of Social Welfare and the 
County Boards of Social Welfare has been that of 
providing medical services to assistance eligibles. It 
has always been recognized that one of the needs in 
addition to food, housing, and clothing, to provide 
the statutory standard of a ‘“‘subsistence compatible 
with decency and health” is the need for medical 
services, including physician services, drugs and med- 
icine, and hospitalization. This is especially true with 
the old age assistance population, which we are prone 
to consider as a static group, but which actually has 
a turnover of nearly 100 per cent every three to four 
years. This is the group which, by reason of the ad- 
vancing years of its members, has unusual require- 
ments for medical services, particularly when it is 
remembered that the average age of this population 
group is about 76 years, and a large number of its 
membership find it necessary to live in some sort of 
sheltered living situation, with many of these in bed 
in nursing homes. Death closes most old age assist- 
ance cases; death preceded by a long period of ter- 
minal illness requiring intensive as well as extensive 
and long-term medical services, 

Prior to the enactment of the Kansas Social 
Welfare Law in 1937, Kansas had a long tradition 
for providing medical services to indigent persons 
at the county level. When the Social Welfare Law 
was enacted in 1937 no immediate change in this 
pattern of providing medical services at the county 
level emerged. Indeed it was not until 1946 that Kan- 
sas complied with the state statutes and the conditions 
of the Social Security Act by making uniform manda- 
tory standards for food, shelter, and clothing and it 
has not until recently considered in any serious way 
the matter of providing for a uniform and mandatory 
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Mr. Marvin E. Larson, director of the 
State Board of Social Welfare, prepared 
the following statement on the present 
status of indigent health care in this state 
from the point of view of the Board of 
Social Welfare. Because considerable in- 
terest will be generated in this subject 
during the coming weeks, the Kansas 
Medical Society hopes each physician 
may acquaint himself with this state- 
ment. Suggestions and comments are in- 
vited. 

This address was given to the Kansas 
County Director’s Association on No- 
vember 15, 1959, at the Kansas Official 
Council Meeting in Wichita. 


state medical program in spite of the fact that it has 
been quite obvious that the medical program in Kan- 
sas varies considerably in quantity and quality of 
service from county to county. In the beginning of the 
program and up until 1950 there was not federal par- 
ticipation in medical payments excepting as such pay- 
ments were included in an unrestricted cash payment 
made directly to an assistance eligible. In addition 
the original state participation in county expenditures 
amounted to only 30 per cent. Hence in the beginning 
of the program there was not an appropriate legal 
and financial predicate for the evolution of a state- 
wide medical program and counties dealt individually 
with the problem as best they could. The result has 
been a hodgepodge of medical plans, including the 
employment of physicians by the county welfare de- 
partment, the operation of hospitals by county wel- 
fare departments, the evolution of prepaid insurance 
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plans, full payment of all medical services provided 
with no controls, and partial percentage payments for 
medical services, some with controls and some with- 
out controls. 

As the general cost of hospitalizations, drugs, 
and medical services increzsed and as the requirement 
of this population group for special and long-termed 
medical services has increased these public assistance 
expenditures for medical services also increased, al- 
though not as rapidly. Many counties in the state 
were able to secure advantageous rates for public 
assistance eligibles. In spite of this, the increase in 
medical costs has been a continuing concern for many 
years and in 1954 a legislative council report sug- 
gested that a state monetary limit be established with- 
in which to operate a medical care assistance pro- 
gram. 

Effective January 1, 1958 and because of the lim- 
itations of state funds for the purpose, the State Board 
of Social Welfare limited state funds participation in 
medical care assistance costs on a formulary basis 
closely equivalent to the expenditure for the purpose 
of $6.50 per eligible person per month. This policy, 
which remains in effect, did not limit the program 
expenditures for the purpose but merely limited the 
state fund participation in such expenditures. There. 
fore, counties with sufficient tax resources were abie 
to supplement from county funds alone the amounts 
of medical care assistance costs in which the state 
would participate. The result has been widely varying 
rates of expenditure and varying quality and quantity 
of medical care which welfare eligibles have been able 
to procure from county to county. 

Fourteen counties are ievying the statutory max- 
imum for welfare purposes. In these fourteen coun- 
ties the $6.50 per person per month becomes the 
maximum these counties can pay. Other counties have 
held to the $6.50 amount despite the availability of 
county funds for medical purposes. Some counties 
have both the county funds and the desire to pay in 
full for medical services to assistance eligibles. The 
result is then a variety of local medical plans and a 
great deal of dissension between county departments 
of social welfare and local medical vendors and a 
great many pressures for state action to establish a 
uniform plan at the state level, These pressures re- 
sulted in the introduction at the last session of the 
legislature of House Bill No. 472 providing for a 
monetary limitation at state level and providing for 
payment by the state for medical care. This bill did 
not pass and the pressures have continued for some 
sort of state action. 

At this point some review of the trends of med- 
ical costs might be indicated. The Bureau of Labor 
Statistics releases indicate the national cost of med- 
ical care has increased more than 50 per cent in the 
last ten years. In the same period the over-all costs 


of living, including medical care, has increased only 
25 per cent. The increase in medical care cost on the 
basis of bureau reports has been constant through the 
period and is accelerating. The increase of each of 
the last six years has been greater than the increase 
in the previous years, 

The following is a short review of the trends in 
medical costs in Kansas in terms of monetary amounts. 
Reliable total cost figures of the medical care element 
in the first fifteen years of Kansas program operation 
are not available because a great proportion of them 
were supplied through individual cash grants. Total 
costs in 1952 were approximately $3,900,000. Three 
years later this had increased to $4,800,000. Again, 
three years later in fiscal 1958-59, the total approx- 
imated $5,900,000 and it seems obvious in the cur- 
rent fiscal year these costs will exceed $6,100,000. 
This constant increase would be much larger if it was 
not related to a decreasing case load and if payments 
had not been arbitrarily limited throughout much of 
the state-wide program. 

We are accustomed in the Kansas welfare pro- 
gram to talk about welfare medical costs in terms of 
an amount per person per month. Following is a 
statement of Kansas trends in these terms for the 
old age assistance population. 

In 1946 Kansas programs expended for medical 
care for each person benefiting from old age assist- 
ance less than $3 per person per month. In the fiscal 
year ending last June 30, this figure had risen to $9.98 
and current operations report show more than $10.30 
per person per month for old age assistance medical 
care. The per person costs doubled between 1946 and 
1952 and in all probability will again double between 
1952 and 1960. No evidence exists that there is any 
prospect of medical care costs leveling off or that they 
will not continue to increase. The increase in over-all 
program expenditures and in over-all program per 
person costs are not so dramatic but old age assistance 
figures are used here as being more nearly comparable. 
Over-all program increases, both in total and per per- 
son, reflect the very significant change in the over-all 
case load make-up, that is, a constantly decreasing old 
age assistance case load and a constanily increasing 
aid to dependent children case load. Program experi- 
ence indicates that medical costs for old age assistance 
eligibles are at least three times as great as for ADC 
eligibles. 

You might be interested in the trends in relation 
to distribution of medical costs between medical ven- 
dors. 

In 1946 the percentage distribution between the 
costs by type of service was approximately as follows: 


Physicians’ services ........ 42 per cent 
Hospitalization ........... 32 per cent 
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Thirteen years later, in 1959, the distribution was 
approximately: 


Physicians’ services ........ 23 per cent 
Hospitalization ........... 49 per cent 
ds 28 per cent 


Obviously, the increase in drug costs has nearly paral- 
leled the increase in the total program but the shift 
in hospital expense and professional service expense 
is rather dramatic. Actually, the physicians in Kansas 
are receiving today little if any more than they did 
seven years ago. The dollar increase is entirely hos- 
pitalization and drugs. It is sometimes assumed that 
the increases are due to higher fees. It must be re- 
membered that many new drugs have been developed 
which were not previously available, and that many 
new techniques and services in hospitals are now de- 
manded and standard, which simply were not avail- 
able a few years ago. It has been said that comparing 
hospitalization costs in 1959 with hospitalization costs 
in 1939 is like comparing the cost of a Philco Bendix 
washer drier combination with cost of a wash tub, 
a washboard and a length of clothesline. 

At this point I would like to correct two common 
misconceptions about the welfare program in Kansas. 
One misconception is that Kansas can provide for 
full medical services at regular rates charged by ven- 
dors of these services. This I believe is a daydream. 
It is difficult to know just how much money such a 
program would cost but a careful and conservative 
physician estimated that it would cost over Twenty 
Million Dollars per year. The most conservative esti- 
mate I have heard is Eighteen Million Dollars per 
year. It is apparent therefore that Kansas is presently 
paying only a third of the costs of medical services to 
assistance eligibles. Where does the unpaid two-thirds 
come from? We must assume, I believe, that most of 
it is donated by the medical vendors. I think it should 
be said here that there has been no expression of 
gratitude to medical vendors for this donation of 
services; indeed this donation has seldom, if at all, 
been even recognized or acknowledged. I believe we 
must also assume that Kansas is not ready to finance 
a full care-full cost medical program. Another com- 
mon misconception about the Kansas welfare pro- 
gram is that it is a full care program. 

The state of Kansas had not committed itself to a 
full care program but rather has committed itself to 
an assistance program. The full statutory provision 
is found at G.S. 1949, 39-701, which reads in part 
as follows: “it is a policy of the state to assist the 
needy.” In connection with these two common mis- 
conceptions about the Kansas welfare program a few 
medical vendors do not consider public assistance 
eligibles as medically indigent persons. To these ven- 
dors of medical services medically indigent persons 


are persons on social security or who having a large 
family are forced to live upon a low clerical salary. 
Public assistance eligibles are not considered medically 
indigent by these vendors since they have the wealth 
of the county and the state of Kansas behind them. 

The State Board of Social Welfare is making 
a serious effort to devise a uniform state plan with 
a design to make it effective by administrative rule 
and regulation. This effort is being made because of 
a great deal of pressure on the board from local coun- 
ties for the evolution of a state-wide plan. Secondly, 
it is being made because the State Board of Social 
Welfare appreciates the fact that the state of Kansas 
cannot finance a full care medical program, and that 
some effective means of control must be devised to 
keep medical costs within the limitations of state 
appropriations for this purpose. But perhaps the most 
pressing reason for this effort on the State Board of 
Social Welfare is the fact that the present program 
has resulted in a great lack of uniformity in the qual- 
ity and quantity of medical service being provided 
to public assistance eligibles in the state of Kansas. 
This is in violation of the law of the state of Kansas 
which requires in G.S. 1949, Supp., 39-708, that no 
rule or regulation shall be adopted which will require 
partiality in the amount of the public assistance to be 
given to the persons of this state having approxi- 
mately equal need. It is also stated in G.S. 1949, 
39-701, that it is the purpose and policy of the state 
to provide an effective, uniform system of welfare 
work for the state. In addition the state is out of con- 
formity with requirements of the federal social secu- 
rity act. 

The following statement from the director of the 
Federal Bureau of Public Assistance indicates the 
position of the Federal Department of Health, Edu- 
cation and Welfare in the area of medical care. I 
quote, “In making grants to states the Bureau (of 
Public Assistance) will hold that each state define 
medical care,’ knowing that the states’ definitions 
will vary in accordance with the conditions in each 
state. Some states may be able to include only the 
care to meet the acute emergency. Others may include 
a broad scope of care. The Bureau (of Public Assist- 
ance) has consistently stated that in providing a 
standard of economic security to all needy individuals 
state-wide standards of assistance must be uniformly 
applied throughout the state. Thus, if medical care 
is in the standard, the public assistance agency must 
assure (the Bureau) that all eligible individuals 
throughout the state have an opportunity of getting 
the same type and amount of medical care.” (Material 
in parentheses and emphasis supplied.) 

This does not mean, of course, that if Kansas does 
not this year work out a uniform program that federal 
funds will be withheld immediately nor even in the 
near future if we do not succeed in evolving a state 
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plan. The federal agency knows that a medical plan 
is difficult, and I am sure it will go along with a state 
that is making a sincere effort to provide uniform 
services for a number of years. 

Various plans for a state-wide program have been 
considered but except for one have the fault of not 
providing a uniform quantity and quality of medical 
care. Thus, a monetary limitation by county might 
seriously affect the vendors in a small county having 
a high incidence of illness among its few cases. 

The plan the Board is presently considering 
would require the Board to take the following ac- 
tions: 


1. To establish a limited scope of medical care, 
that is to define those items for which the welfare 
department will accept responsibility for payment 
on behalf of its clients, and to establish a regula- 
tion to the effect that a county welfare department 
must not accept or incur financial responsibility for 
items not included in the scope definition or for 
rates in excess of those set forth in a maximum fee 
schedule. 

A limitation of scope may take various forms. 
It may mean that the welfare department will ac- 
cept responsibility for a given number of hospital 
days per illness or for a given number of hospital 
days in a month; a limited number of doctor's 
calls, and prescriptions for a defined period. On 
the other hand, the scope could be limited as to 
the type of diagnosis; that is, for certain diag- 
noses determined to be life-endangering illnesses, 
the welfare department might accept responsibility 
but not for others. 


A further implication of scope limitation is that 
after the welfare department responsibility has been 
met, the medical vendor and the client plan together 
for the remaining amount, that is, the client or his 
family or other community resources or the vendor 
himself may furnish the medical care in addition to 
that provided by the welfare department. (At the 
present time with the welfare department accepting 
responsibility for payment of each item of care, any 
amount paid by the client or his relative or other 
resource must be used to reduce the cost to the wel- 
fare department.) 


2. To establish maximum fee schedules at rea- 
sonable rates for the items defined as being within 
the scope. The maximums would be mandatory 
throughout the state. 

With this arrangement each county would have 
more uniform experience with its medical vendors. 
Each vendor would know what payment could be 
expected and for what services and they would 
also know which services they would not be paid 
for. 


3. To participate with state funds in the allow- 
able items in the same proportion it participates in 
any other assistance item. There would be no fund 
limitation as such on each individual county but 
instead the holding of expenditures to the appro- 
priated amount would be at the state level through 
the adjustment of the items included in the defini- 
tion of scope. 

4. To plan, if funds prove inadequate, a further 
limitaiion of scope of medical care. Conversely, if 
the amount of funds available proves more than ad- 
equate to meet the items of scope set forth in the 
plan, the scope of care provided could be increased. 


The State Department of Social Welfare would 
require professional help in establishing the items 
within scope and the maximum fee schedule. It would 
establish a committee composed as a minimum of the 
following persons: two physicians, two pharmacists, 
and two hospital administrators. It would be planned 
that each professional association be asked for a num- 
ber of nominees and the State Board would select 
committee members from these nominees. In addition 
there would be representation on this committee from 
the legislature, from the community at large, and 
from the State Department of Social Welfare. After 
the scope limitation and maximum fee schedules are 
determined and defined, the State Department would 
use a continuing advisory committee on the subject 
of medical care, this committee to consider the prog- 
ress of the plan and to recommend policy and pro- 
cedure changes to the State Board of Social Welfare. 

For the financing of this plan, the State Department 
of Social Welfare arbitrarily proposed an amount 
equivalent to $8.50 times the state case load of public 
assistance eligibles per month. This amount was 
chosen because it represented only a slight increase 
in the present expenditures for medical services in 
the state of Kansas, including the approximate One 
Million Dollars of county funds in which there is no 
state participation. 

The foregoing limited scope medical plan, with 
the proposed financing at the $8.50 level was dis- 
cussed by staff members of the State Department of 
Social Welfare with the Medical Committee of the 
County Directors’ Association and an informal com- 
mittee from each of the vendors of medical services 
in Kansas; that is, the Kansas Medical Society, the 
Kansas Association of Hospital Administrators, and 
the Kansas Pharmaceutical Association. Each of the 
representatives of these vendors approved of the plan 
financed at this figure. They each, I believe, recognize 
that there is a lack of uniformity in the present plan 
and that some means of effectively controlling medi- 
cal expenditures should be devised by the State Board 
of Social Welfare. The committee of the medical 
vendors also considered that it would be more desir- 
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able and feasible to have a plan devised by adminis- 
trative rule and regulation by the State Board of 
Social Welfare than by the somewhat more cumber- 
some procedure of legislative action. I believe each of 
the committees also believed that the plan would in 
the long run provide better payment to medical ven- 
dors because the picture of what was paid for and 
what was not paid for would be specific, and would 
be uniform throughout the state. 

By this time the State Department of Social Welfare 
was in the throes of developing its budget for the 
next fiscal year, and the matter of executive clearance 
for the medical program expenditures emerged. This 
clearance was granted at the traditional $6.50 for- 
mulary amount. Since all of the discussions with the 
medical vendors had been at the $8.50 level, the staff 
again held a series of meetings with vendors of med- 
ical service. In our discussion with informal repre- 
sentatives of the hospital administrators association 
there was tentative acceptance of the program of 
scope limitation at the traditional $6.50 figure and a 
strong indication from this group of people that 
despite the fact this program would mean a decrease 
in the amount of money they would receive for med- 
ical services to assistance eligibles, they still felt that 
in the long run a better and more consistent medical 
program would result. This was also true in connec- 


tion with the meeting of the staff of the department 
of social welfare with informal representatives from 
the Kansas Pharmaceutical Association, To date no 
definitive action has been taken by the Kansas Medical 
Society. 

One meeting has been held with the Executive 
Secretary and three members of the Shawnee Medical 
Society, who are also members of the State Society. 
The consensus of these representatives was in oppo- 
sition to the evolution of a state plan at this level of 
expenditure and was in favor of a continuation of the 
present program of permitting each local association 
to bargain with the local social welfare board and for 
the state department to continue to permit the expend- 
iture of available county funds above and beyond the 
$6.50 amount in which the state presently participates. 
The State Department of Social Welfare will meet 
with the Executive Committee of the Kansas Medical 
Society in the near future in the hope that it will 
eventually obtain approval of the development of a 
method of controlling medical costs to the appropria- 
tion in a particular year for this purpose, since we 
feel it is only the medical profession which can effec- 
tively control the most expensive part of medical 
services which is that of hospitalization. This pres- 
ently is where we stand on the development of a med- 
ical program. 


BACK THE 
ATTACK 
On Traffic 
Accidents 
WITH THESE 
SPEED RULES 


» Drive at a speed that will enable you to 
stop in the assured clear distance ahead. 


» Slow down before you get to curves and 
intersections. 


At night, drive at the speed which will 
let you stop within your headlight range. 


Drive with traffic. You are probably going 
too fast if you are passing many cars— 
too slow if many are passing you. Where 
children are playing, be able to stop in 
a car length or less. 


When you're tired or inattentive, stop. 
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The Business Side 


of Medicine 


The Short Term Trust 


FLOYD F. WEHRENBERG, Kansas City, Missouri 


The Short Term Living Trust offers substantial 
tax-saving opportunities for the professional man to- 
day, but it is neglected due to lack of knowledge of 
its functions. 


Meets Financial Needs 


The most reasonable use for such a trust is to meet 
the financial needs of a personal nondeductible nature 
for dependents. Of these, education of children and 
support of relatives are most common. 

There are severa! advantages to such a trust. First, 
it provides for a planned accumulation of funds to 
meet your needs without imposing a financial hard- 
ship upon you when those needs materialize. When 
the short term trust is set up, specific provision is 
made for the availability of comparatively large sums 
of money through systematic accumulation over a 
period of years. Second, through use of the short term 
trust you make yourself eligible for substantial tax 
savings. The reduction in income tax adds to the 
accumulation of your trust. 

Following is an illustration of the tax saving 
feature. Assume that Doctor A is in a 47 per cent 
tax bracket and has three children for whom he is 
expecting to spend $12,000 for education. He owns 
no other real estate and has no securities, however he 
does own a medical building valued at $16,000. The 
doctor's oldest child is eight years of age and a short 
term living trust must be of at least 10 years duration. 
To accumulate a minimum of $12,000 over the 10- 


_Mr. Wehrenberg is Missouri-Kansas manager, Profes- 
sional Management Midwest, 4010 Washington Street, Kan- 
sas City, Missouri. 
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year period will necessitate payments to the trust 
which will provide $100 monthly net profit. Deprecia- 
tion to the trust will be $50 monthly and taxes on the 
building will be $10 per month, making a total 
monthly payment to the trust of $160. 


The Annual Accumulation 


The annual accumulation of $1,200 will accrue to 
each of the three children at the rate of $400. Since 
Doctor A has leased the building from the trust, the 
$1,200 annually is a deductible expense and results 
in an annual tax saving to the doctor in the amount of 
$564, or $5,640 over the 10-year period. The over- 
all results of this trust is that 12,000 has been ac- 
cumulated in the trust with $6,360 of the doctor’s 
funds and $5,640 of tax savings. Annual investment 
returns on the $1,200 will accrue to the trust, increas- 
ing the amount available for education at the same 
ratio of tax savings. At the end of the 10-year period, 
the building and depreciation reserves will revert to 
Doctor A and the trust will cease to function. 


Does It Meet the Two Major Requirements? 


There are two major requirements in the short term 
trust: it must be created for a minimum period of 
10 years and it must be irrevocable. The Trust Agree- 
ments and related instruments should be handled by 
an attorney experienced in this field, for although 
the trust is relatively simple, if it is not properly 
qualified it could result in loss of the tax advantage. 

Certainly the short term trust is not the answer to 
all financial problems, however it has wide use and 
acceptance and may fit well into your financial pro- 
gram. Certainly it is worth considering. 
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The Social Security Outlook for 1960 


Congress embarked on a crucial election year ses- 
sion with expansion of the Social Security program 
shaping up as one of the major issues. 

It was virtually a foregone conclusion that some 
liberalization of the program would be voted in the 
Democratic-controlled Congress, but the key question 
was how far the changes would go. In every Presi- 
dential election year during recent years, the House 
and Senate have approved a broadening of the pro- 
gram. 

One of the prime reasons Social Security has been 
an election year “favorite” is that the program can 
be boosted without affecting the Federal budget. 
This is because it is financed through employer-em- 
ploye contributions and is theoretically self-support- 
ing. 

Of special interest to physicians, of course, is the 
fate of the so-called Forand bill that would provide 
hospitalization, surgical services, and nursing home 
care for Social Security beneficiaries. This would be 
accomplished through even higher taxes on employes 
and employers than now scheduled through already- 
voted step increases, 

Supporters of the controversial legislation—vig- 
orously opposed by the Administration, the American 
Medical Association, and allied organizations— 
launched their move to win enactment this session. 


MCNAMARA HEARINGS 


Sen. Pat McNamara (D., Mich.), whose Senate 
Subcommittee on Aging held a series of hearings 
across the country during the recess, announced at 
the conclusion of the hearings that they showed a 
need for expanding Social Security to include health 
care for the aged. He indicated he thought the Forand 
bill did not go far enough. 

A battery of speakers at a meeting here of the 
American Public Welfare Association also urged a 
sharp increase in benefits, with some advocating ‘‘cra- 
dle to grave” security for all. 

Not all of the proposals for extending the program 
involved health care. 


Washington 
—<€e° HIGHLIGHTS 


This summary of Washington news is prepared by the 
A.M.A. Washington Office for distribution to state med- 
ical journals. 


The Administration indicated it would recommend 
some expansion, especially in the disability program 
under which the Federal government helps the states 
provide assistance to persons over age 50 judged to 
be totally and permanently disabled. An influential 
lawmaker, Rep. Burr Harrison (D., Va.), disclosed 
that he would introduce legislation to remove the 
age 50 limitation to allow all persons regardless of 
age to participate. He estimated this would not re- 
quire any hiking of the taxes. Rep. Harrison is Chair- 
man of a House Ways and Means Subcommittee that 
held recess hearings on administration of the disabil- 
ity program. 

Meanwhile, Chairman Wilbur Mills (D., Ark.) 
of the full Ways and Means Committee cleared the 
way for full-scale hearings this Congressional session 
on the entire issue of Social Security. In listing spe- 
cific phases to be considered, however, the lawmaker 
did not mention the Forand proposal. 


TV Should Clean House 


A spokesman for the American Medical Associa- 
tion told the Federal Communications Commission 
that the AMA believes the best solution to objection- 
able advertising and programs on television and radio 
is for the industry ‘‘to clean its own house.” 

Dr. Eugene F. Hoffman, co-chairman of the AMA’s 
Physician’s Advisory Committee on Television, Radio 
and Motion Pictures, declared “the medical profes- 
sion ... stands ready to assist the networks and indi- 
vidual stations in determining accuracy and good 
taste of broadcast material involving health or med- 
icine—either commercial or public service.” 


The familiar Treasury advice: “Save for your chil- 
dren’s education with U. S. Savings Bonds’ is better 
advice than ever, since Series E and H bond pur- 
chases now earn 33/4 per cent, if held to maturity. 


When you invest in U. S. Savings Bonds, you aie 
buying a security guaranteed against loss of principal 
or interest from any cause. 
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A.M.A. Thirteenth Clinical Meeting 


Reports on Actions of the House of Delegates 


OVER 5,000 PERSONS REGISTERED for the four day 
session of the 13th Clinical Meeting of the American 
Medical Association held in Dallas, December 1-4. 
Registration figures through Thursday, with still a 
half a day remaining, revealed 2,742 physicians at- 
tending. 

Kansas was represented officially by its two dele- 
gates, Drs. G. F. Gsell and L. R. Pyle; Drs. C. V. 
Black and N. L., Francis, alternate delegates; and Dr. 
G. R. Peters, president. Many other physicians from 
Kansas attended the clinical sessions and House of 
Delegates meetings. 

Among the major subjects acted upon by the 
House of Delegates at the session were relations be- 
tween physicians and hospitals, freedom of choice of 
physician, a scholarship program for deserving med- 
ical students, and relative value students of medical 
service. 

Speaking at the Tuesday opening session of the 
House, Dr. Louis M. Orr of Orlando, Florida, and 
the President of the A.M.A., urged the nation’s 
physicians to take a more active interest in the whole 
area of politics, public affairs, and community life. 
Dr. Orr also asked physicians and medical societies 
to do a more effective job of telling medicine’s pos- 
itive story, adding that “if more people knew more 
about the things we support and encourage, they 
would listen to us much more carefully about those 
occasional things that we oppose.” 

Two nationally known political leaders from Texas 
also addressed the group. They were Speaker of the 
U. S. House of Representatives Sam Rayburn and 
Senator Lyndon B. Johnson, majority leader in the 
Senate. Rayburn urged greater attention to the task 
of educating young people in the principles of Amer- 
ican government and giving them a desire to perpet- 
uate it. Johnson called for a “‘politics of unity’’ which 
will enable Americans to exert strength and de- 
termination in an effort to create a world in which 
all men can be free. 

Dr. Chesley M. Martin of Elgin, Oklahoma, was 
named as the 1959 General Practitioner of the Year 
for his outstanding contributions to the health and 
civic affairs of his home community. 


Physician-Hospital Relations 


The House received 12 resolutions on the subject 
of relationships between physicians and hospitals. To 
resolve any doubt about its position, the House did 
not act upon ahy of the resolutions but instead re- 
affirmed the 1951 “Guides for Conduct of Physicians 
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in Relationships With Institutions.” It also declared 
that ‘‘all subsequent or inconsistent actions are con- 
sidered superseded.” 

The House also accepted recommendations that 
(1) the House of Delegates acknowledge the need 
to strengthen relationships with hospitals by action 
at state and local levels, (2) the Board of Trustees of 
the Association continue to maintain liaison with the 
Board of Trustees of the American Hospital Associa- 
tion, and (3) the Council on Medical Service review 
this entire problem to accertain if there have been 
actions inconsistent with the 1951 Guides. 

Those Guides summarize the following general 
principles as a basis for adjusting controversies: 

“1. A physician should not dispose of his profes- 
sional attainments or services to any hospital, corpora- 
tion or lay body by whatever name called or however 
organized under terms or conditions which permit the 
sale of the services of that physician by such agency 
for a fee. 

“2. Where a hospital is not selling the services of 
a physician, the financial arrangement if any between 
the hospital and the physican properly may be placed 
on any mutually satisfactory basis. This refers to the 
remuneration of a physician for teaching or research 
or charitable services or the like. Corporations or 
other lay bodies properly may provide such services 
and employ or otherwise engage doctors for those 
purposes. 

3. The practice of anesthesiology, pathology, 
physical medicine and radiology are an integral part . 
of the practice of medicine in the same category as 
the practice of surgery, internal medicine or any other 
designated field of medicine.” 


Freedom of Choice 


In considering four resolutions which in various 
ways would have changed or replaced the statements 
on freedom of choice of physician which the House 
adopted in June, 1959, when acting upon the recom- 
mendations in the report of the Commission on Med- 
ical Care Plans, the House reaffirmed the following 
two statements approved in Atlantic City: 

1. “The American Medical Association believes 
that free choice of physician is the right of every in- 
dividual and one which he should be free to exercise 
as he chooses.” 

2. “Each individual should be accorded the privi- 
lege to select and change his physician at will of to 
select his preferred system of medical care, and the 
American Medical Association vigorously supports 
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the right of the individual to choose between these 
alternatives.” 

However, in order to clarify and strengthen its 
position on the issue of freedom of choice of phy- 
sician, the House also adopted this additional state- 
ment which was submitted as a substitute amendment 
on the floor of the House: 

3. “Lest there be any misinterpretation, we state 
unequivocally that the American Medical Association 
firmly subscribes to freedom of choice of physician 
and free competition among physicians as being pre- 
requisites to optimal medical care. The benefits of 
any system which provides medical care must be 
judged on the degree to which it allows of, or 
abridges, such freedom of choice and such competi- 
tion.” 


Scholarship Program 


To help meet the need for an increasing number of 
physicians in the future, the House approved the cre- 
ation of a special study committee which was asked 
to: 

1. Present a scholarship program, its development, 
administration and the role of the American Medical 
Association in fulfilling it. 

2. Ascertain the maximum to which medical 
schools could expand their student bodies while 
maintaining the quality of medical education. 

3. Ascertain what universities can support new 
medical schools with qualified students and sufficient 
clinical material for teaching—either on a two year 
or a full four year basis. 

4. Investigate the securing of competent medical 
faculties. 

5. Investigate financing of expansion and estab- 
lishment of medical schools. 

6. Investigate financing of medical education as to 
the most economical methods of obtaining high 
quality medical training. 

7. Develop methods of getting well-qualified stu- 
dents to undertake the study of medicine. 

8. Investigate the possibility of relaxing rigid 
geographic restrictions on the admission of students 
to medical schools. 

The House urged that the special committee be 
implemented promptly with adequate funds and staff 
so that it may make an initial report by June, 1960. 


Relative Value Studies 


Reaffirming a previous policy statement, the House 
approved in principle the conducting of relative 
value studies by each state medical society, rather than 
a nationwide study or a series of regional studies by 
the A.M.A. The House also reiterated its authoriza- 
tion for the Committee on Medical Practices to in- 
form each state medical association, through regional 
or other meetings, of the purpose, scope and ob- 
jectives of such studies, the steps to be followed in 


conducting studies, the problems which may be en- 
countered and the manner in which the results can 
be applied. 

The House recognized, however, that some state 
medical societies are either not interested in relative 
value studies or are actively opposed to them. It 
pointed out that some state medical associations fear 
that the regional conferences of the Committee on 
Medical Practices will put pressure on them to carry 
out such studies and that this will result in the 
adoption of “‘fixed fees.” 

Since the regional conferences are educational in 
nature, the House said, it remains for each state or 
county medical asociation to accept or reject the idea 
of a study in its area. 

The House expressed awareness of the fact that this 
is still a controversial matter, However, it commended 
the Committee on Medical Practices for its effort to 
carry out the instructions of the House, and it urged 
the committee to continue its educational work. 


Miscellaneous Actions 


In considering 44 resolutions and a large volume 
of annual, supplementary and special reports, the 
House also: 

Learned that the A.M.A. Board of Trustees has 
appointed a liaison committee to meet with a similar 
committee of the American Osteopathic Association 
to consider matters of common concern ; 

Emphasized that local medical societies should in- 
sure that no member violates ethical traditions as 
they relate to ownership of pharmacies or stock in 
pharmaceutical companies ; 

Approved the plan of the Committee on Medical 
Rating of Physical Impairment to publish its new 
guide on the cardiovascular system in the A.M.A. 
Journal ; 

Recommended that Association councils and com- 
mittees, whenever feasible, hold their meetings in the 
remodeled Chicago headquarters ; 

Called for investigation of the need, desirablity and 
feasibility of establishing a home for aged and re- 
tired physicians; 

Commended Dr. F. S. Crockett, retiring chairman 
of the Council on Rural Health, for his many years 
of devoted duty ; 

Urged active promotion and careful study of the 
newly developed “Guides for Medical Care in Nuars- 
ing Homes and Related Facilities” ; 

Suggested that fees for consultative examinations 
under programs of the Bureau of Old Age and Sur- 
vivors Insurance should be adjudicated directly be- 
tween the state medical society and the state agency 
involved ; 

Registered a strong protest to the Veterans Admin- 
istration, urging stricter screening of non-service-con- 
nected disability patients admitted to government hos- 
pitals ; 
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Reiterated the Association’s support of the Blue 
Shield concept and directed the Council on Medical 
Service to submit at the June, 1960, meeting its rec- 
ommendations concerning a policy statement on 
A.M.A. relationship with Blue Shield plans; 

Suggested that S. J. Res. 41, a bill which would in- 
stitute a separate program of international medical 
research, be delayed until an over-all assessment can 
be made of proposals now before Congress dealing 
with domestic and international medical research; 

Endorsed the program of the Educational Council 
for Foreign Medical Graduates but also urged that 
judicious consideration be given to local problems in- 
volved in the July 1, 1960, deadline for certification 
of foreign graduates ; 

Urged that medical schools include in their cur- 
ricula a course on the social, political and economic 
aspects of medicine; 

Declared that the threat of nuclear warfare has im- 
posed a tremendous responsibility on the medical 
profession, which must be prepared to assume a crit- 
ically important role in such an event; 

Suggested that the A.M.A. make available to school 
libraries information and literature showing the ad- 
vantages of private medical care and the American 
free enterprise system; 

Stated that examinations to determine the physical 
and mental fitness of aircraft crew members should be 
made by doctors of medicine with special knowledge 
and proficiency in certain techniques ; 

Urged the American people to get proper tetanus 
toxoid, original and booster, and other immunizations 
as indicated from their physicians, and called on 
A.M.A. members to cooperate in an educational pro- 
gram on tetanus immunization ; 


Recommended that all state and country medical 
societies establish programs for the inspection and 
testing of all fluoroscopes and radiographic equip- 
ment; 

Approved the Speaker's proposal that the opening 
session of the House, at the Interim Meeting, be 
moved from Tuesday morning to Monday morning, 
with the reference committees meeting on Tuesday 
and the House reconvening on Wednesday afternoon; 

Called upon each individual physician to wage “‘a 
vigorous, dynamic and uncompromising fight’’ against 
the Forand type of legislation; 

Urged state and local medical societies and individ- 
ual physicians to implement the A.M.A. program for 
recruitment of high-grade medical students ; 

Changed the title of the Section on Surgery, Gen- 
eral and Abdominal, to the Section on General Sur- 

Accepted with appreciation a $2,500 contribution 
by Smith, Kline and French Laboratories toward es- 
tablishment of a suitable award honoring the name 
of Dr. Thomas G. Hull, retiring secretary of the 
Council on Scientific Assembly, and 

Reaffirmed the “Suggested Guides to Relations Be- 
tween Medical Societies and Voluntary Health Agen- 
cies,” which were adopted at the December, 1957, 
meeting in Philadelphia. 

At the Tuesday opening session, six state medical 
societies presented nearly $250,000 to the American 
Medical Education Foundation. The checks turned 
over to Dr. George F. Lull, president of AMEF, were: 
California, $156,562; Indiana, $35,570; New York, 
$19,546; Utah, $10,355; New Jersey, $10,000, and 
Arizona, $9,263. 
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Obituaries 


M. P. BALLARD, M.D. 


Dr. M. P. Ballard, 50, of Delphos, a practicing 
physician in Delphos, Concordia, and Glasco com- 
munities, was fatally injured in a three-car accident 
near Concordia on the evening of November 20. 

Doctor Ballard was former health officer of Ottawa 
County. He has been practicing in the area for over 
20 years and was on the staff of the St. Joseph Hos- 
pital where he passed away. 

Doctor Ballard was a native of Miltonvale. Among 
his survivors are his wife, Mrs. Dorothy Ballard, and 
two sons, Rodney, 16, and Marshall, 22, who is a 
student at Emporia State College. Doctor Ballard was 
born in 1908 and received his medical degree from 
the University of Kansas Medical School in 1936. He 
joined the Kansas Medical Society in 1939. He was 
a member of the Cloud County Medical Society. 


CHARLES J. BLISS, M.D. 


Dr. Charles J. Bliss, 78, of Perry, veteran Jefferson 
County physician, died November 19 in a Topeka 
hospital. 

Doctor Bliss was born January 16, 1881, in Oska- 
loosa, and was a graduate of the University of Kan- 
sas Medical School. After his graduation, he went 
to Mayetta where he practiced medicine five years 
until he was called into the army as a lieutenant in 
the medical corps, He saw service overseas. 

After his discharge from the service, he opened 
an office in Perry and for many years, he had a wide 
practice over most of Jefferson County. A few years 
ago, the Perry community honored him with a cele- 
bration. Among those present were many whom he 
had ushered into the world. 

He was a member of the Perry Methodist Church, 
the Masonic Lodge, Perry American Legion Post, and 
the Jefferson County Medical Society. 


Among his survivors are his wife, Mrs. Zellah 
Bliss, two daughters, a son, and three sisters. Doctor 
Bliss became a member of the Kansas Medical So- 
ciety in 1933, His specialty was gynecology. 


JOHN T. SWANSON, M.D. 


Dr. John T. Swanson, 80, a practicing physician 
and radiologist in Kansas and Missouri for over 51 
years, died at his home in Independence, Kansas, 
November 16. 

Doctor Swanson graduated from the Kansas Uni- 
versity School of Medicine in 1908 and practiced in 
Kansas City until 1930, when he moved to Inde- 
pendence. He practiced in Colby, Kansas, from 1952 
until his retirement in 1957, then returned to Inde- 
pendence. 

He was a member of the Montgomery County and 
Thomas County Medical Societies. Doctor Swanson 
was a Fellow in the American College of Radiology 
and was a Board member of the Radiological Society 
of North America. Doctor Swanson was also affiliated 
with the Kansas Medical Society since 1937. Among 
his survivors are his wife and three brothers. 


J. G. N. SOANES, M.D. 


Dr. J. G. N. Soanes, 84 year old physician, sur- 
geon, and a long-time prominent civic leader in busi- 
ness and political affairs in Kansas City, Kansas 
passed away November 4, in Kansas City. 

Doctor Soanes graduated from Howard University 
Medical School, in Washington, D. C., in 1901. That 
same year he came to Kansas to begin his practice. 
He was a member of the Wyandotte County Medical 
Society and a member of the Kansas Medical Society 
since 1933. He was born in 1874. 
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The next scheduled examinations (Part II), oral 
and clinical, for all candidates, will be conducted at 
the Edgewater Beach Hotel, Chicago, Illinois, by the 
entire Board from April 11 through 16, 1960. For- 
mal notice of the exact time of each candidate’s exam- 
ination will be sent him in advance of the examina- 
tion dates. 

Candidates who participated in the Part I examina- 
tions will be notified of their eligibility for the Part II 
examinations as soon as possible. 

Current Bulletins of the American Board of Obstet- 
rics and Gynecology, outlining the requirements for 
application, may be obtained by writing to the Sec- 
retary: Robert L. Faulkner, M.D., 2105 Adelbert 
Road, Cleveland 6, Ohio. 


American College of Allergists Graduate Instruc- 
tional Course and Annual Congress, February 28 to 
March 4, 1960, The Americana Hotel, Bal Harbour, 
Miami Beach, Florida. For information contact, 
John D. Gillaspie, M.D., Treasurer, 2049 Broadway, 
Boulder, Colorado. 


The University of Texas, M. D. Anderson Hospital 
and Tumor Institute announces its Fourteenth Annual 
Symposium on Fundamental Cancer Research. The 
title of this year’s symposium will be, ‘Cell Physiology 
of Neoplasia.” The meeting will be held February 
25-27, at the University of Texas in Austin. 


Plans are now being made for three days of scien- 
tific sessions at the Annual Meeting of the National 
Tuberculosis Association next May in Los Angeles, 
Calif. The scientific sessions will be sponsored by the 
NTA’s medical section, the American Trudeau Soci- 
ety, and will be held May 16, 17, and 18, 1960. 

The ATS meetings will be held in conjunction with 
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Announcements 


Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
tor’s CaLenpar. Notice of the session is posted in 
advance to allow the physician time to make prepa- 
rations. 


the Annual Meeting of the NTA, which will open 
May 16 and extend through May 19. Public health 
sessions will be held concurrently with the medical 
sessions. Scientific exhibits will be on display through- 
out the meeting. The Statler-Hilton and the Biltmore 
will be headquarters hotels. 

Papers will be selected from abstracts submitted 
to the program committee not later than January 7, 
1960. Abstracts should be sent to David W. Cugell, 
M.D., chairman of the Medical Sessions Committee, 
American Trudeau Society, 1790 Broadway, New 
York 19, N. Y. 

In addition to sessions at which papers will be 
presented, there will be five panel discussions and 
seven luncheon seminars. 


John W. Kirklin, M.D., Associate in Surgery at 
the Mayo Foundation, Rochester, Minnesota, will dis- 
cuss recent experience in open heart surgery on the 
evening of Wednesday, January 20 at the University 
of Kansas Medical Center. This first annual lecture 
sponsored by the Kaw Valley Heart Association will 
be presented in conjunction with the Postgraduate 
Course THE HEART: RHEUMATIC AND CON- 
GENITAL DISEASE, January 18 to 22 inclusive. 
Dr. Kirklin will speak at 8:00 p.m. in the Batten- 
feld Auditorium of the Medical Center, in Kansas 
City, Kansas. 

One of the pioneer developers in the field of heart- 
lung machines, Dr. Kirklin’s contribution to surgery 
of the heart and lungs has been fundamental and 
outstanding. He has contributed many papers to the 
scientific literature. 

All members of the medical and nursing profes- 
sions are cordially invited to hear Dr. Kirklin, Dr. 
Kirklin will be introduced by Dr. William H. Algie 
of Kansas City, Kansas, Chairman of the Board of 
Directors of the Kaw Valley Heart Association. 
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We wish to announce that the Council on Post- 
graduate Medical Education of the American College 
of Chest Physicians will present the 13th Annual 
Postgraduate Course on Diseases of the Chest at the 
Sheraton Hotel, Philadelphia, March 14-18, 1960. 

The most recent advances in the diagnosis and 
treatment of heart and lung diseases, medical and 
surgical aspects, will be presented. A copy of the 
program is enclosed. Tuition for this five-day course 
will be $100, including round table luncheon dis- 
cussions. 

Further information may be obtained by writing 
to the Executive Director, American College of Chest 
Physicians, 112 East Chestnut Street, Chicago 11, 
Illinois. 


The 24th Annual Session of the International Med- 
ical Assembly of Southwest Texas will be held in San 
Antonio, Texas, January 25-27, 1960 at the Hilton 
Hotel. There will be 17 speakers. 

In addition to the scientific program, there will be 
many social events for the physician and wife. Those 
interested in receiving further information or in reg- 
istering may write Dr. A. O. Severance, President, or 
Mr, S. E. Cockrell, Jr., Executive Secretary, 202 West 
French Place, San Antonio 12, Texas. 


The International Academy of Proctology an- 
nounces its Annual Cash Prize and Certificate of 
Merit Award Contest for 1959-1960. The best un- 
published contribution on proctology or allied sub- 
jects will be awarded $100 and a Certificate of Merit. 
The winning contribution will be selected by a Board 
of impartial judges, and all decisions are final. 

The formal award of the First Prize, and presenta- 
tion of other Certificates, will be made at the Annual 
Convention Dinner Dance of the International Acad- 
emy of Proctology, April 27, 1960, at the Americana 
Hotel, Miami Beach, Florida. 

The International Academy of Proctology reserves 
the exclusive right to publish all contributions in its 
official publication, The American Journal of Proc- 
tology. All entries are limited to 5,000 words, must 
be typewritten in English, and submitted in five 
copies. All entries must be received no later than the 
first day of February, 1960. Entries should be ad- 
dressed to: Alfred J. Cantor, M.D., Executive Of- 
ficer, International Academy of Proctology, 147-41 
Sanford Avenue, Flushing 55, New York. 


A program on adrenal steroids has been developed 
for the Third Annual Oklahoma Colloquy on Ad- 
vances in Medicine to be held March 24-26 at the 
University of Oklahoma Medical Center, Oklahoma 
City. Fifteen guest lecturers and 13 members of the 
Medical Center faculty will participate. 


Scientific papers will cover clinical application of 
the steroids in endocrinology, infectious diseases, 
gastroenterology, rheumatic disease, hematological 
diseases (including the leukemias and immunohema- 
tological disorders), neoplastic, collagen, renal, and 
allergic diseases. Others will deal with the basic 
physiological and biochemical aspects of adrenal 
steroids. The pharmacology and side effects also will 
be discussed. In addition to the general sessions, 
special interest meetings are planned in the fields of 
medicine, pediatrics, surgery, and basic science. 


A.M.A. and Your Kansas Traffie and 
Safety Department Lists the Following 
Driver Fitness Rules 


Some of the things that makes a driver dangerous 
are: 

Emotional Upsets. Unless a person can keep his 
mind on the wheel and not on his worries, he should 
not take the wheel. 

The Driver's Attitude. Some drivers feel the other 
fellow is always wrong. Some are aggressive and in- 
tolerant when they get into a car. They need to be 
mature. 

Sleepiness. A sleepy driver is as much a hazard as 
a drinking one. Dozing is not restricted to night 
driving. When making long trips, a person should 
rest every two hours, drinking coffee or cola to stay 
alert. He should not take any medicine that makes 
him drowsy. 

Medicines. Antihistamines, cold tablets, sedatives, 
tranquilizers, and some other drugs may dull reflexes 
or impair coordination. Stimulants may make a person 
nervous. The doctor should be consulted about the 
side effects of any drugs. 

Faulty Vision. A driver needs regular eye examina- 
tions; if he notices any change in his eyes between 
examinations, he should see his doctor immediately. 
To reduce eye strain he should wear properly fitted 
sunglasses, but not after dark. To avoid tiring the 
eyes, excessive night driving should be avoided if pos- 
sible. Hay fever or the common cold can blur the 
vision dangerously. 

Certain Nerve and Heart Disorders. Some may 
cause convulsions and others may result in occasional 
loss of consciousness. The doctor is the best judge of 
whether a patient with these disorders should drive. 

Diabetes. Insulin reactions may cause difficulties, 
but diabetic patients who follow their doctor’s advice 
can be safe drivers. 

Old Age. After 65, reflexes and coordination tend 
to be a little slower, people tire more easily, resist- 
ance to glare is lessened, and the ability to see at night 
is declining. Older drivers should schedule their trips 
at non-rush hours and should not spend long periods 
at the wheel. 

And, of Course, Drinking. Never drink and drive. 
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Dr. F. I. Stuart, Atchison physician, was honored 
by the Atchison County Medical Society with a din- 
ner at the Bellevue Country Club recently, for 50 
years of practice. Over 25 of these years he spent 
in Atchison. He began practicing in Wagner, South 
Dakota, and practiced in Independence, Missouri, and 
then came to Atchison in 1935. Doctor Stuart was pre- 
sented a gold wrist watch by the Society. 


The decision of Dr. E. Grey Dimond to continue 
his research in Califernia was recently announced by 
the University of Kansas Medical School. Doctor 
Dimond, while only 40 years old, has established a 
national reputation in heart and blood vessel research. 

The work of cardiovascular laboratory he has de- 
veloped in Kansas City has received widespread at- 
tention, and his postgraduate lectures have attracted 
doctors from many states. 


Dr. Perry A. Loyd’s fifty years of medical serv- 
ice were recently honored in Salina. 

The Saline County Medical Society held a dinner 
dance in his honor at the Salina Country Club. 

Doctor Loyd has been a physician in Salina since 
1918. Dr. L. S. Nelson, Sr., was the master of 
ceremonies at the dinner. Doctor Loyd is an eye, ear, 
and nose specialist and began his medical career as a 
general practitioner in Healy. He is 78 years old. 
Doctor Loyd was also a farmer and teacher before 
deciding on the career of medicine. 


Dr. Richard P. Schellinger was elected the 1960 
president of the medical staff of the Newman Me- 
morial County Hospital at a meeting held in Em- 
poria recently. Dr. L. F. McKee was elected vice- 
president; Dr. M. D. Snowbarger, secretary; Drs. 
J. L. Morgan, T. P. Butcher, and D. L. Traylor, 
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executive committee; and Dr. J. J. Hovorka, med- 
ical staff representative, on the Tissue Committee. 


Dr. John D. Hunter, Fort Scott, recently re- 
tired from practice in Bourdon County. He came to 
Fort Scott as a pharmacist in 1897, in the Hunter 
Drug Store. After four years’ work as a pharmacist, 
Doctor Hunter enrolled in the University of Kansas 
Medical School in Kansas City in 1900. He grad- 
uated in 1905 and practiced two years in Kansas City 
before locating again in Fort Scott. His specialty was 
EENT. He was one of the 240 doctors cited as still 
in active practice after more than 50 years of service. 


Dr. H. Alden Flanders, Hays, director of the 
Rehabilitation Center at Hadley Memorial Hospital, 
was among the 14 persons appointed as chairmen of 
subcommittees of the Citizens Committee which will 
study problems related to the aging population of 
Kansas. 

Doctor Flanders is to act as chairman of the Re- 
habilitation Committee. 

Each subcommittee is to study a specific area of 
aging problem in Kansas, ranging from health, med- 
ical care, and research, to leisure time activities. 


Dr. C. Frederick Kittle, associate professor of 
surgery, at the University of Kansas Medical Center, 
and chairman of the Medical Center Advisory Com- 
mittee of the Kaw Valley Heart Association, present- 
ed a new film on Heart Surgery at the 1959 scientific 
sessions and meetings of the American Heart As- 
sociation recently. Over 3,000 physicians from all 
over the country attended the scientific sessions in 
addition to lay leaders. Doctor Kittle presented this 
film at the annual meeting of the American College 
of Surgeons in the same month, and received their 
citation of merit. 
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The film presented by Doctor Kittle is entitled, 
‘“Myxomas of the Heart,” and was made recently 
with Drs. Don R. Miller, Theodore Batchelder, 
James E. Crockett, and David S. Ruhe. 

Doctor Kittle lectured on October 30 to registered 
nurses attending the annual Postgraduate Course In 
Cardiovascular Nursing at the University at the Uni- 
versity of Kansas Medical Center. This course is aided 
by grants from the Kaw Valley Heart Association. 


Dr. Robert Wallerstein and Dr. Herbert Mod- 
lin, Topeka, attended the meeting of the group for 
the achievement of psychiatry in New York in No- 
vember. 

Dr. Herbert Klemmer, Topeka, attended the 
American Psychiatric Association meeting in Detroit 
and the Association of American Medical Colleges 
in Chicago in November. 


Dr. Joseph Stein attended a meeting of the Cen- 
tral Electroencephalographic Society in Chicago re- 
cently. 

Dr. Richard Tozer, Topeka, attended the Congress 
of Neurological Surgeons at Miami Beach, Florida, 
the first of November. 


NEW MEMBERS 


The Journat takes this opportunity to welcome these new 
members into the Kansas Medical Soctety. 
Arthur Cc. Cherry, M.D. JoAnn Myers, M.D. 
F Topeka State Hospital 
Topeka, Kansas 
Antoine S. Grayib, M.D. 
Santa Fe Hospital 
Topeka, Kansas 
Arthur W. Hoyt, M.D. 
1256 Western 
Topeka, Kansas 


William H. Zimmerman, 
M.D. 

Topeka State Hospital 

Topeka, Kansas 


Jesus Christ was born in a stable; He was obliged 
to fly into Egypt; thirty years of His life were spent 
in a workshop; He suffered hunger, thirst and weari- 
ness; He was poor, despised; and miserable; He 
taught the doctrines of heaven, and no one would 
listen. The great and the wise persecuted and took 
Him, subjected Him to frightful torments, treated 
Him as a slave, and put Him to death between two 
malefactors, having preferred to give liberty to a 
robber, rather than to suffer Him to escape. Such was 
the life which our Lord chose; while we are horrified 
at any kind of humiliation, and cannot bear the 
slightest appearance of contempt.—Fénelon 


Rise in Hospital Costs—Say Doctors’ Bills 
Will Hold Steady 


The next few years will see hospital costs soaring, 
doctors’ fees holding steady, and medical insurance 
growing until just about all of us are covered for 
every kind of illness and accident. These predictions, 
based on extensive interviews with U. S. health offi- 
cials and physicians, were made today by Life maga- 
zine in the concluding article of its four part series 
on the American doctor. 

The magazine said that it is probably impossible 
to reduce the costs of running a hospital but that 
experts who have studied the problem of skyrocketing 
prices for hospital care are searching out new paths 
to efficiency. 

In the 20 years from 1936 to 1956 the fees charged 
by surgeons rose by 60 per cent, those of general 
practitioners 73 per cent. Neither are considered out 
of line with general price rises. But during the same 
period, hospital room rates zoomed 265 per cent, fast- 
er than almost anything else the dollar can buy. In 
most hospitals today, a private room costs about $25 
a day. 

The study showed that hospital costs will continue 
to rise as the result of being forced, among other 
things, to pay employees better wages. The magazine 
pointed out that hospitals traditionally have been 
among the most relentless exploiters of unskilled 
labor, paying anywhere from $10 to $20 a week less 
than industry. A hospital strike in New York last 
spring uncovered the fact that many hospitals were 
paying their unskilled help weekly salaries of $33. 

Two other reasons for bigger bills are the demands 
by patients for fancier, better decorated rooms, and 
the fact that nursing care, laboratory and other tech- 
nical services, which used to take less than half the 
hospital dollar, today gobble up almost three-fourths 
of that dollar as new techniques and discoveries en- 
large the opportunities for proper medical treatment. 

Physician fees will probably remain steady, the 
magazine said. Doctors never had it so good as they 
do today. Thanks to a prosperous economy and the 
various insurance plans, they now collect more than 
90 per cent of their bills, whereas once they were 
lucky to collect 75 per cent. Because their services 
are so popular, they have more patients than in for- 
mer years. Yet they make fewer night calls and spend 
more weekends with their families, 

It reports the experts as predicting continued 
growth of medical insurance plans until almost the 
entire citizenry is covered for almost every kind of 
treatment. The costs will rise as broader types of ben- 
efits are included, and this is expected to cause some 
widespread complaints from those who rebel against 
spending a sizable sum for protection against illnesses 
that may never occur. 
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REVIEWS 


Anesthesia for Infants and Children. Robert M. 
Smith, M.D. C. V. Mosby Co., St. Louis, 1959, 
418 pages. Illustrated. Price $12.00. 


This is an extremely well written book which 
purposely limits its detailed explanation of anesthesia 
procedures to the younger age group. It is written by 
a man who is obviously a practitioner of the art and 
science of anesthesia and who has learned many de- 
tails by experience and exposure. I like especially his 
first chapter and, in particular, its concluding para- 
graph. I certainly agree that rapport with children is 
every bit as important—if not more so—as with 
adults, The book is well organized and very complete 
with its listing of reference material so that if one 
desires he may look up the original articles for more 
detail if he feels so inclined. This is net meant to 
imply that the book is short on detail as it certainly 
is not. 

Every writer of a book in anesthesia runs the risk 
of being rapidly out-dated as many new mechanical 
developments are constantly improving our service. 
Also, the harvest of vast research is bearing fruit in 
increased knowledge of normal and abnormal phys- 
iology. Dr. Smith is to be highly commended for his 
service to the specialty —W. O. M. 


Current Medical References. P. J. Sanazaro, 
editor, Los Altos, Lange, 1959. 307 pages. 


Current Medical References includes references 
selected from the field of clinical medicine over the 
last twenty years, with many very recent ones. The 
books and journals included are those which would 
be available in the average modern hospital library 
or through interlibrary loan. Many of the articles 
were selected because they offered a good list of 
references for further study. There is a very brief an- 
notation for many of the entries and an indication 
of the number of references cited by them. For a 
quick reference or review article this could be a use- 
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ful volume, especially if it is to be revised every two 
years as the publishers promise. The hurried student, 
intern, and physician might find it a good starting 
point for investigation or a quick brush up. 

Do not look here for the very latest research infor- 
mation on a subject. This still requires careful digging 
in the medical indexes and abstracts. For one thing, no 
articles in foreign languages are included. But then, 
it would not be fair to criticize for something that is 
not promised and that could not be delivered in book 
form.—E. L. K. 


Family Medical Encyclopedia. Dr. Justus J. 
Schifferes, Pocket Books, Inc., New York, 1959, 
pocketbook form. Price $.50. Illustrated. 


Dr. Justus J. Schifferes’ Family Medical Encyclo pedia 
is an easily readable and accurate reference book 
which provides the answers to many of the questions 
that patients ask their doctors. It is arranged alpha- 
betically, and illustrated freely. There are also para- 
graph explanations by Dr. Schifferes on such subjects 
as first aid, health insurance, the nervous system, 
heart disease, cancer, and other fields of current in- 
terest. The book is handy in its pocketbook form and 
its nominal cost of 50 cents makes it attractive to 
every patient.—F, D. W. 


The Physician and the Law. Rowland H. Long, 
Appleton-Century-Crofts, Inc., New York, 1959. 
Price $5.95. 302 pages. 


As the juries’ verdicts and damage awards increase, 
so proportionally should the knowledge of the phy- 
sician for the law. Many juries today are handing 
down judgements in the amounts of $200,000 and 
more. It is for the purpose of acquainting the phy- 
sician with these liabilities and a working knowledge 
of the law as it pertains to him that Mr. Long has 
written this book. Another purpose of the book 
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seems to be informing physicians of their rights and 
duties when they must appear in court as a witness. 
While the cases are built around technical informa- 
tion, the book is basic enough that it will surely be 
found on many medical lawyers’ shelves. 

Every physician is liable for malpractice suits in 
almost every act he performs in his profession. So this 
book is a must for every practitioner who is beginning 
practice and would be a tremendous asset for review 
purposes for the older doctor. The book is easily 
read and very interesting. —D. A. L. 


BOOKS RECEIVED 


ELEMENTARY STATISTICS WITH APPLICATIONS 
IN MEDICINE AND THE BIOLOGICAL SCIENCES— 
By Frederick C, Croxton, Ph.D. Price $1.95. Dover Pub- 
lications, Inc., New York, 1959. 


INSULIN TREATMENT IN PSYCHIATRY. Proceed- 
ings of the International Conference on the Insulin Treat- 
ment in Psychiatry held at the New York Academy of 
Medicine, Oct. 24-25, 1958. Edited by Max Rinkel, M.D., 
Boston, Mass., and Harold E. Himwich, M.D., Galesburg, 
Ill. Price $5.00. The Philosophical Library, Inc., New York. 
1959. 


SURGERY OF THE PROSTATE—By Henry M. Wey- 
rauch, M.D., W. B. Saunders, Philadelphia, 1959, 535 
pages, Price $15.00. 


SYNOPSIS OF TREATMENT OF ANORECTAL DIS- 
EASES—By Stuart T. Ross, M.D., C. V. Mosby Co., St. 
Louis, 1959, 240 pages, Price $6.50. 


WHAT NEXT DOCTOR PECK—By Joseph H. Peck, 


M.D., Prentice-Hall, Inc., New York, 1959, 209 pages, 
Price $3.50. 


THE SURGEON AND THE CHILD—By Willis J. Potts, 
M.D., W. B. Saunders Co., Philadelphia, 1959, 225 pages, 
Illustrated, Price $7.50. 


THE BIOLOGICAL, SOCIOLOGICAL, AND PSY- 
CHOLOGICAL ASPECTS OF AGING—By Kurt Wolff, 
M.D., Charles C Thomas Co., Springfield, Ill., 1959,° 95 
pages, Price $3.75. 


MOLECULES AND MENTAL HEALTH—By Frederic 
A. Gibbs, M.D., National Brain Research Foundation, J. B. 
Lippincott Co., Philadelphia, 190 pages, Price $4.75, 1959. 


TEXTBOOK OF PEDIATRICS—By Waldo E. Nelson, 
M.D., D.Sc. Professor of Pediatrics, Temple University 
School of Medicine, with collaboration of 81 contributors, 
W. B. Saunders Co., Philadelphia, 1959, 1462 pages, 428 
illustrations, Price $16.50. 


THE MEANING OF POISON—By Lloyd G. Stephenson, 
M.D., Logan Clendening Lectures on the History & Philos- 
ophy of Medicine. Kansas University Press, Lawrence, 1959, 
50 pages, Price $2.00. 


CHLORPROPAMIDE & DIABETES MELLITUS—Edited 
by Martin G. Boldner, Conference Chairman. The New 
York Academy of Sciences, New York, 1959, 1,028 pages, 
Price $5.00. 


THE KANSAS DOCTOR: A CENTURY OF PIONEER- 
ING—Edited by Thomas N. Bonner, University of Kansas 
Press, Lawrence, 1959, 293 pages, Price $5.00. 


DISEASES OF METABOLISM—Edited by Garfield G. 
Duncan, M.D., W. B. Saunders Co., Philadelphia, 1959, 
1,066 pages, Price $18.50. 


A SHORT INTRODUCTION TO ANATOMY—Edited 
by Jacopo Berengario Da Carpi, The University of Chicago 
Press, 1959, 178 pages, Price $5.00. 
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ADVERTISEMENTS 


Underweight Children Gain and Retain Weight 
with Nilevar® 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 
thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


WN. 


*Brown, S.S.; Libo,H.W., and Nussb ,A.H.: e 
in the Successful M t of A ia and ‘Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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ADVERTISEMENTS 


reaches 
all nasal and paranasal 
membranes 


systemically’ 


Pharmacologically balanced formula 
for prompt symptomatic relief 


* in nasal and paranasal congestion 
* in sinusitis and postnasal drip 


* in allergic reactions of the 
upper respiratory tract 


Triaminic*’ is safer and more 
effective than topical medication 


ae Each Triaminic timed-release Tablet provides: 
* transported systemically to 


all respiratory membranes Pheniramine maleate 
° Pyrilamine maleate 
* provides longer-lasting relief 
Dosage: 1 tablet in the morning, midafternoon and at 
* presents no pr oblem of bedtime. In postnasal drip, 1 tablet at bedtime is usu- 
rebound congestion ally sufficient. 


* avoids “nose drop addiction” Each timed-release Triaminic Juvelet® provides: ¥% the 


formulation of the Triaminic Tablet. 


Dosage: 1 Juvelet in the morning, midafternoon and 
at bedtime. 


Relief is prompt and pr olonged because Each tsp. (5 ml.) of Triaminic Syrup provides: % the 


of this special timed-release action: formulation of the Triaminic Tablet. 

" Dosage (to be administered every 3 or 4 hours): 

fen nears layer Adults —1 or 2 tsp.; Children 6 to 12 —1 tsp.; Chil- 

minutes to produce dren I to 6 — ¥% tsp.; Children under 1 — % tsp. 

3 to 4 hours of relief 1. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 1958. 
ghen— the core 2. Lhotka, F. M.: Illinois M. J.: 112:259 (Dec.) 1957. 
disintegrates to give 3 to 3. Farmer, D. F.: Clin. Med. 5:1183 (Sept.) 1958. 


4 more hours of relief 


the leading oral nasal decongestant... 


timed-release tablets and juvelets 


also non-alcoholic, fruit-flavored syrup 


SMITH-DORSEY - a division of The Wander Company « Lincoln, Nebraska 
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ORIGIN OF A NEW 
SYNTHETIC PENICILLIN 


In March, 1957, Dr. John C. Sheehan of the Massachusetts Institute of Technology 
announced the total synthesis of penicillin from common raw materials, thus solving 
a problem which had baffled research workers for more than 15 years. Although total 
synthesis was not commercially practicable, this work, sponsored by Bristol Laboratories, 
made possible the subsequent synthesis of new penicillins not occurring in nature. Later 
scientists at Beecham Laboratories in England discovered that a key intermediate 
(6-aminopenicillanic acid) could be produced by a fermentation process. With these 
achievements, large scale production of synthetic penicillins became feasible. 


Organic chemists at Bristol then embarked upon an intensive program to develop better 
penicillins. Over five hundred were synthesized and underwent preliminary screening. 
Forty-six showed sufficient promise to warrant further investigation. Extensive micro- 
biological, pharmacological, and clinical screening indicated that one compound, 
SYNCILLIN, had advantages of major importance over other penicillins. 

SYNCILLIN is the N-acylation product of 6-aminopenicillanic acid and a-phenoxypropi- 
onic acid (the phenylether of lactic acid). It is freely soluble in water and remarkably 
resistant to decomposition by acid. The acid stability of SYNCILLIN is equivalent to that 


of penicillin V at pH 2 and pH 3 at 37° C.! 


SIGNIFICANCE OF MOLECULAR ASYMMETRY 
AND ISOMERIC COMPLEMENTARITY 


SYNCILLIN has a molecular configuration similar to penicillin V, but contains an addi- 
tional CH; group so positioned as to render the adjacent carbon atom asymmetric. (In 
the formulae below, the added CH: group is shown in blue and the asymmetric carbon 


atom in red.) As a result, SYNCILLIN occurs as a mixture of two isomers. 


Each isomer has been synthesized in essentially pure form and found to possess distinctive 
‘chemical and biological properties. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. As produced, SYNCILLIN is a mixture of | 
the L-isomer and the D-isomer. As will be shown later, the antibiotic effect of the 
clinically available mixture, SYNCILLIN, is greater than either isomer alone against many 


organisms. This phenomenon is referred to here as isomeric complementarity. 


H O 
-C-NH-CH —CH (CHs)2 POTASSIUM PENICILLIN V 
H C—N CH-C-O-K 
4 " 


fo) 
CH; O Ss ~ 
D-isomer -CH-CH C (CHs)2 
H C—N CH-C-O-K 
4 " 
4 SYNCILLIN 
L-lsomer C-NH- CH - CH (CHs)2 
CH; CH-C-O-K 
4 
fe) 
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ISOMERIC COMPLEMENTARITY 
DEMONSTRATED IN VITRO 


The in vitro minimum inhibitory concentration (MIC) of SYNCILLIN and of each of its 
two component isomers was determined for a variety of common pathogens and labora- 
tory test organisms. As may be seen from Table 1, all three are highly effective against 
penicillin-susceptible staphylococci and against pneumococci, streptococci, gonococci, 
and corynebacteria; all are ineffective against Salmonella, E. coli, and other gram- 


negative coliform bacilli. 


SYNCILLIN Was more active against many of the test strains including some streptococci 
and staphylococci than either of its components. This demonstrates in vitro the phe- 


nomenon of isomeric complementarity. 


TABLE 1 


Minimum Conceutrations of SYNCILLIN and Components 
Required to Inhibit a Wide Range of Bacteria 


Minimum Inhibitory Concentration (MIC) in Micrograms per Milliliter 


Bacillus anthracis 

Bacillus cereus 

Bacillus circulans ATCC 9961 
Corynebacterium xerosis 


*Diplococcus pneumoniae 
Escherichia coli ATCG 8739 
Gaffkya tetragena 
Micrococcus flavus 


Salmonella paratyphi A 

Salmonella typhosa 

Sarcina lutea ATCC 10054 

Shigella sonnei 

Staphylococcus aureus 209P 

Staphylococcus aureus var. Smith 

Strept galactiae ATCC 1077 

Streptococcus dysgalactiae ATCC 9926 | 

Streptococcus faecalis PCI 1305 
*Streptococcus pyogenes 203 
*Streptococcus pyogenes Digonnet 

Strept pyogenés 2320 

Strept py 23586 


Serial dilution technique in heart infusion broth "0% serum added 
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ISOMERIC COMPLEMENTARITY 
CONFIRMED IN VIVO 


To determine the median curative dose (CD;,)) mice were infected with 100 times the 
lethal dose of Staphylococcus aureus. Each penicillin being tested was administered intra- 
muscularly at the same time, and the dose required to cure half the animals determined. 
The greater effect of the mixture of the two isomers (SYNCILLIN) is shown in two 
independent experiments. (See Figure 1.) Note that isomeric complementarity is thus 


confirmed in vivo. 


FIGURE 1 — Median Curative Dose (CD,,) for Staphylococcus aureus (var, Smith) Infections 


SYNCILLIN 


Experiment 1 


0.25 0.50 0.75 10 1.25 0 


MANY STRAINS OF STAPHYLOCOCCI 
MORE SENSITIVE TO SYNCILLIN 


SYNCILLIN has been tested against a large number of strains of Staphylococcus aureus 
isolated from clinical sources. Many organisms resistant to potassium penicillin G and 


potassium penicillin V proved sensitive to SYNCILLIN. 


Wright? performed sensitivity studies on 54 strains, the majority of which were resistant 
or moderately resistant to penicillin V and penicillin G. Thirty-two (60% ) of the strains 
were sensitive to SYNCILLIN, approximately twice as many as with the other penicillins. 
(See Figure 2.) In two-thirds of the isolates, SYNCILLIN produced inhibition at concentra- 
tions lower than those required for either of the other antibiotics. One strain was more 


sensitive to penicillin G. 


FIGURE 2 — In Vitro Sensitivity of 54 Strains of Coagulase-Positive 
Staphylococcus aureus from Clinical Sources 

2 

2 100 

Qa 

75 

g 

25 

Completely Susceptible Moderately Resistant Resistant 
SYNCILLIN Potassium Penicillin Potassium Penicillin G 
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Of equal interest are the findings of White.® Six penicillin-resistant strains of staphylococci 
were isolated from hospital infections. None was sensitive to potassium penicillin V. All 


were sensitive to SYNCILLIN. (See Figure 3.) 


FIGURE 3 
Minimum Concentrations of SY NCELLIN Required to Inhibit 
Hospital Strains of Staphylococcus aureus Resistant to Potassium Penicillin V 


Phage Type 47/53/75 80/81 47/75 


52a 53/54 
Strain Number c605 d262 d502 c585 t197 
‘Minimum Inhibitory Concentration (MIC) Micrograms per ml. Mm SYNCILLIN Mm Potassium Penicillin V 


The efficacy of SYNCILLIN against the type 80/81 Staphylococcus (dangerous and wide- 
spread in hospitals) is worthy of special attention. 


The complementary action of the component isomers is also seen with strains of staphylo- 
cocci resistant to penicillins. Note that SYNCILLIN is more effective than either isomer 
against strains 52-34 and WR 188. (See Figure 4.) Against all three strains, SYNCILLIN is 


effective at concentrations below serum levels, while penicillins V and G are ineffective. 


FIGURE 4 
Minimum Inhibitory Concentrations (MIC) for Coagulase-Positive 
Penicillin-Resistant Strains of Staphylococcus aureus 


D-Isomer 

L-lsomer 

SYNCILLIN 

Potassium Penicillin V 
Potassium Penicillin G 


Staphylococcus aureus—strain no. 52-34 


Oo 


0 10 MIC (mcg./ml.) 30 40 50 10 MIC (mcg./ml.) 30 40 50 


Staphylococcus aureus—strain no. 52-75 


Staphylococcus aureus —strain no. WR 188 


Isomeric complementarity has thus been demonstrated for: 

—— certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table 1) 

—— penicillin-susceptible staphylococci in vivo (Figure 1) 


—— penicillin-resistant staphylococci in vitro (Figure 4) 
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ISOMERIC COMPLEMENTARITY 
SHOWN BY REDUCED RATE OF 
INACTIVATION BY PENICILLINASE 


Bacterial resistance to penicillin has been attributed to the action of penicillin-inactivating 
enzymes produced by the invading organisms.* As shown in Figure 5, SYNCILLIN is less 
affected by staphylococcal penicillinase than either of its component isomers — a further 
demonstration of isomeric complementarity. Further, syNCILLIN is shown to be less 
inactivated by this enzyme than penicillin V and penicillin G. 

Resistance to SYNCILLIN develops in a slow, step-wise manner characteristic of other 
penicillins, in contrast to the usually rapid development of resistance to streptomycin. 


FIGURE 5—Effect of Staphylococcal Penicillinase on Different Penicillins 
o 25 50 75 100 


L-lsomer 

SYNCILLIN 

MEE Potassium Penicillin V 
«Potassium Penicillin G 


Per cent inactivation in one hour 


ANTIBIOTIC ACTIVITY DIRECTLY 
PROPORTIONAL TO ORAL DOSAGE 


Cronk® studied blood levels after administering varying amounts of sYNCILLIN. (Figure 
6.) Total antibiotic activity (cbtained by measuring areas under curves with a planimeter) 
increases rapidly as the dose is doubled. These data show that increased dosage markedly 


increases serum concentration and thus may enhance the drug’s effectiveness. 


FIGURE 6 
Serum Levels With Varying Dosage Antibiotic Activity With Varying Dosage 
"Scale units of under curve of blood levels 
as measured by planimeter. : 


Area under Biood Level Curve (Scale Units) 


SINGLE ORAL DOSE (mg) 
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BLOOD LEVELS TWICE AS HIGH AS WITH 
POTASSIUM PENICILLIN V AFTER ORAL 
ADMINISTRATION 


FIGURE 7 


20 Subject Crossover 
Wright® performed comparative crossover blood level 250 mg. Single Dose 


studies on volunteer subjects receiving equivalent 40 
amounts of potassium penicillin V and SYNCILLIN. 7 
The peak concentrations attained during the first 

hour after administration were twice as high with 
SYNCILLIN. 


The total antibiotic activity as measured by the area ” 


SYNCILLIN 


under the curves (see Figure 7) indicates an almost 
( 8 ) Potassium Penicillin V 


2 to 1 superiority of SYNCILLIN (1606) over potas- 
sium penicillin V (860). 


The higher blood levels may be of value with organ- = srea=hG06 


isms of only moderate penicillin-sensitivity where 
doubling the blood concentration may be essential 


IN 


for effective bactericidal action. In addition these 


Average Serum Concentrations (mcg./ml.) 


higher levels may be necessary where there is infec- 
tion in areas with a poor blood supply.? Under these 
circumstances a higher blood concentration may 1.0 area='860 


provide the increased diffusion pressure required to 
deliver adequate amounts to the tissue. 


HOURS 


BLOOD LEVELS FIGURE 8—Serum Levels after Oral 


Administration of SYNCILLIN (250 mg.) and after 


M U C fi H T G H z R Intramuscular Injection of Penicillin G 


40 


THAN WITH 
INTRAMUSCULAR 
PENICILLIN G 


(600,000 units)— 
9 Patients 
== Procaine Penicillin G 
re (600,000 units) + 
In addition, blood levels attained with oral SYNCILLIN® Potassium Penicillin G 
(400,000 units)— 
are much higher than those with intramuscular pen- 14 Patients 
icillin G.8«.» (See Figure 8.) Note that the level at 
one hour for SYNCILLIN (3.8 mcg./ml.) is more than 
twice as high as with procaine penicillin G, even 
when reinforced with potassium penicillin G (1.6 
mceg./ml.). Since penicillins are bactericidal, these 
intermittent high serum levels can be clinically sig- 
nificant. Thus, SYNCILLIN offers the promise of 
superior efficacy via the safer oral route. 1 


3.0 


2.0 


1.0 


Average Serum Concentrations (mcg./ml.) 
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REDUCED HAZARD OF SERIOUS 
ALLERGENICITY BY SAFER ORAL ROUTE 


SYNCILLIN has been administered in multiple doses to 437 patients and volunteers. One 
patient developed itching during therapy, possibly an allergic side effect. Another had a 
purpuric rash, but no relationship to SYNCILLIN was established. No reactions were 


observed in 9 patients with a known history of sensitivity to penicillin. 


While the above data suggests the possibility of reduced allergenic hazard, no definite 
conclusions may be drawn at this time. The usual precautions for oral penicillin therapy 
should be observed. Patients with histories of asthma, hay fever, urticaria, or previous 
penicillin-sensitivity should especially be watched carefully. Since SYNCILLIN is admin- 


istered orally, it may be expected to be safer than parenteral penicillin. 


As Flippin® recently stated, “...it is well established that serious allergy to the drug 
[penicillin] is most likely to occur following parenteral administration, especially after 
repeated intramuscular injections; the oral route is least likely to initiate severe hyper- 
sensitivity reactions. This can be explained partly by the fact that when reactions develop 
following oral medication, they are usually slow enough to treat symptomatically; thus 
the progression of the reaction can usually be interrupted. ... In view of the relatively 


high incidence of severe allergy to injectable penicillin, it would seem advisable to employ 
oral penicillin routinely, except in the control of infections involving the blood stream, 
endocardium, meninges, etc., in which cases the parenteral route remains the preferred 
treatment.” 

SYNCILLIN, like other penicillins, is essentially free of other toxicity. No hematopoietic, 
hepatic, or renal toxicity was observed in 210 volunteers receiving 1 gm. daily for 2 to 3 


weeks. 1° 


CLINICAL EFFICACY DEMONSTRATED | 
IN PENICILLIN-SENSITIVE INFECTIONS | 


Clinical trials conducted by Blau and Kanof,'! White,!* Prigot,!* Robinson,!* Dube,!® 
Ferguson,'® Rutenburg,'? Richardson,'* Bunn,'® Cronk,® Kligman,'® and Yow 7° dem- 
onstrated the efficacy of SYNCILLIN in a variety of streptococcal, staphylococcal, pneumo- 
coccal, and gonococcal infections. Conditions treated included respiratory, skin, soft 
tissue, wound, and chronic urinary tract infections; acute gonorrhea; cellulitis; septicemia; 
otitis media; gingivitis; and Vincent’s angina. In a few patients SYNCILLIN was used for 


rheumatic fever or gonorrheal prophylaxis. 


One hundred seventy-two of one hundred ninety-six patients responded favorably to 
SYNCILLIN. The failures included 1 patient with pustular dermatoses, 10 elderly patients 
with chronic urinary tract infections, 1 patient with gonorrhea, 1 patient with a gram- 
negative infection, and 10 patients with staphylococcal infections. Lack of response of 
staphylococcal infections was attributed to the presence of resistant organisms or local 


suppurative foci requiring drainage. 
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Relatively few side effects were encountered. One patient experienced moderate itching 


of the skin which was controlled by an antihistamine. Another reported pruritus ani 
which did not interfere with therapy. Diarrhea occurred in 4 instances. There was one 
purpuric rash, but no relationship to SYNCILLIN could be established. 


Clinical response usually begins within 24 hours in infections susceptible to SYNCILLIN. 
Recovery occurs in 4 to 7 days depending upon the severity of the infection. Gonorrheal 
infections respond very promptly to SYNCILLIN; 500 mg. b.i.d. for two days usually 
produce bacteriologic cures. 


IMPROVED ANTIBIOTIC EFFECT FROM 
COMPLEMENTARY ACTION OF ISOMERS 


SYNCILLIN is a mixture of isomers. The L-isomer is 2 to 17 times more active than the 
D-isomer against many of the organisms tested. Furthermore, the D- and L-isomers 
have other distinguishing chemical, pharmacological, and microbiological properties. 
Their in vivo and in vitro activities differ for many important pathogens. Against many 
of the organisms tested, the combination of isomers (SYNCILLIN) is much more active 
than the stronger isomer alone. This phenomenon of isomeric complementarity is not 


always demonstrable, for in a few instances SYNCILLIN is slightly less active. 


Isomeric complementarity has previously been demonstrated in vitro (Figure 4) and 
in vivo (Figure 1). Figure 9 reveals a third form of superiority related to isomeric com- 
plementarity. Equal concentrations of SYNCILLIN and penicillin V were required to inhibit 
this growth of staphylococci in vitro. But, in vivo, a much smaller amount of SYNCILLIN 
(one-third that of penicillin V) was effective in an experimental infection with the same 


strain. These observations on complementary action indicated the advantage of producing 


the mixture of isomers as the medication to be made available for clinical therapy. 


D-Isomer 


L-lsomer 


SYNCILLIN 


Potassium Penicillin V 


MIC (meg/mi,) 


~ 
& 


Isomeric complementarity has thus been demonstrated for: 

—— certain penicillin-susceptible streptococci, staphylococci 
and corynebacteria in vitro (Table /) 

—— penicillin-susceptible staphylococci in vivo (Figures 1 and 9) 

—— penicillin-resistant staphylococci in vitro (Figure 4) 


—— staphylococcal penicillinase antibiotic inactivation (Figure 5) 
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Indications: 
SYNCILLIN is recommended in the treatment of infections caused by pneumococci, strep- 


tococci, gonococci, corynebacteria, and penicillin-sensitive staphylococci. In addition, 
SYNCILLIN is effective against certain strains of staphylococci resistant to other penicillins. 


SYNCILLIN, like other oral penicillins, is not recommended at the present time in deep- 

seated or chronic infections, subacute bacterial endocarditis, meningitis, or syphilis. 

Dosage: 

125 mg. or 250 mg. three times daily, depending on the severity of infection. Larger 

doses (e.g., 500 mg. t.i.d.) may be used for more severe infections. SYNCILLIN may be 


administered without regard to meals. 
Beta hemolytic streptococcal infections should be treated with SYNCILLIN for at least 
ten days. 


Precautions: 
While present data suggest the possibility of reduced allergenic hazard, no definite conclu- 


a sions may be drawn at this time. Therefore the usual precautions with oral penicillin 
therapy must be observed. Patients with histories of asthma, hay fever, urticaria, or pre- 


vious reactions to penicillin should be watched with special care. 


Diarrhea has been reported occasionally following heavy dosage. If this occurs, the 


interval between dosages should be lengthened. 


If superinfection occurs during therapy, appropriate measures should be taken. 


Since some strains of staphylococci are resistant to SYNCILLIN as well as to other penicillins, 
cultures and sensitivity tests should be performed where indicated by clinical judgment. 
As is true with all antibiotics, clinical response does not always correlate with laboratory 


bacterial sensitivity reports. 


Supply: 
125 and 250 mg. tablets, bottles of 25 and 100. 125 mg. powder for oral solution, 60 ml. vials. “es 


References; 1. Lein, J.: Microbiology report to Bristol Laboratories Inc. 2. Wright, W. W.: Microbiology report to Bristol Labora- “a 
tories Inc. 3. White, A. C.: Microbiology report to Bristol Laboratories Inc. 4. Dubos, R. J.: Bacterial and Mycotic Infections of age j 
Man, 3rd edition, Philadelphia, J. B. Lippincott Co., p. 690. 5. Cronk, G. A.: Clinical report to Bristol Laboratories Inc. 6. Wright, | ; 
W. W.: Clinical report to Bristol Laboratories Inc. 7. Kass, E. H.: Am. J. Med. /8:764 (May) 1955. 8a. White, A. C.; Couch, R. A.; 
Foster, F.; Calloway, J.; Hunter, W., and Knight, V.: in Welch, H. and Marti-Ibafez, F.: Antibiotics Annual — 1955-1956, Medical 
Encyclopedia, Inc., New York, 1956, p. 490. b. Data on file — at Bristol Laboratories. 9. Flippin, H. F.: Pennsylvania M. J. 62:864 is 
(June) 1959. 10. Kligman, A.: Clinical report to Bristol Laboratories Inc. 11. Blau, S., and Kanof, N.: Clinical report to Bristol “ 
Laboratories Inc. 12. White, A. C.: Clinical report to Bristol Laboratories Inc. 13. Prigot, A.: Clinical report to Bristol Laboratories 
Inc. 14. Robinson, C.: Clinical report to Bristol Laboratories Inc. 15. Dube, A. H.: Clinical report to Bristol Laboratories Inc. 16. 
Ferguson, B.: Clinical report to Bristol Laboratories Inc. 17. Rutenburg, A. M.: Clinical report to Bristol Laboratories Inc. 18. Rich- 
ardson, J. H.: Clinical report to Bristol Laboratories Inc. 19. Bunn, P. A.: Clinical report to Bristol Laboratories Inc. 20. Yow, 


E. M.: Clinical report to Bristol Laboratories Inc. 
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Doctors, too, like “Premarin? 


— doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories » New York 
16, N. Y. * Montreal, Canada 
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Substantiated by published reports of leading clinicians: 


- effective control ¢ minimal disturbance 


of allergic of the pat ient’s 
and chemical and psychic 


4,5, 8-19 
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At anti-inflammatory and antiallergic levels ARISTOCORT means: 


¢ freedom from salt and water retention 

* virtual freedom from potassium depletion 

¢ negligible calcium depletion 

* euphoria and depression rare 

* no voracious appetite—no excessive weight gain 

¢ low incidence of peptic ulcer 

* low incidence of osteoporosis with compression fracture 
Indications: rheumatoid arthritis; arthritis; respiratory allergies; allergic and inflammatory 
dermatoses; disseminated lupus erythematosus; nephrotic syndrome; lymphomas and leukemias. 
Precautions: With aristocort all traditional precautions to corticosteroid therapy should be ob- 
served. Dosage should always be carefully adjusted to the smallest amount which will suppress 
eymptoms. After patients have been on steroids for prolonged periods, discontinuance must be 
carried out gradually. 


Supplied: Scored tablets of 1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 16 mg. (white). 
Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 5 cc. (25 mg./ce.). 


References: 1. Feinberg, S.M., Feinberg, A.R., and Fisherman, 
E.W.: J.A.M.A. 167:58 (May 3) 1958. 2. Epstein, J.I. and Sher- 
wood, H.: Connecticut Med. 22 :822 (Dec.) 1958. 3. Friedlaender, S. 
and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 
(May) 1958. 4. Segal, M.S. and Duvenci, J.: Bull. Tufts North East 
M. Center 4:71 (April-June) 1958. 5. Segal, M.S.: Report to the 
A.M.A. Council on Drugs, J.4.M.A. 169:1063 (March 7) 1958. 
6. Sherwood, H. and Cooke, R.A.: J. Allergy 28:97 (Mar.) 1958. 
7. Duke, C.J. and Oviedo, R.: Antibiotic Med. & Clin. Ther. 5:710 
(Dec.) 1958. 8. McGavack, T.H.: Clin. Med. (June) 1958. 9. Frey- 
berg, R.H.; Berntsen, C.A., and Hellman, L.: Arthritis and Rheu- 
matism 1:215 (June) 1958. 10. Hartung, E.F.: J.4.M.A. 167:973 
(June 21) 1958. 11. Hartung, E.F.: J. Florida Acad. Gen. Pract. 
8:18, 1958. 12. Zuckner, J.; Ramsey, R.H.; Caciolo, C., and Gant- 
ner, G.E.:; Ann. Rheum, Dis. 17:398 (Dec.) 1958. 13. Appel, B.; 
Tye, M.J., and Leibsohn, E.: Antibiotic Med. & Clin. Ther. 5:716 
(Dec.) 1958. 14, Kalz, F.: Canad. M.A.J. 79:400 (Sept.) 1958. 
15. Mullins, J.F., and Wilson, C.J.: Texas State J. Med. 54:648 
(Sept.) 1958. 16. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: 
J.A.M.A. 167:959 (June 21) 1958. 17. DuBois, E.F.: J.A.M.A. 
167 :1590 (July 26) 1958. 18. McGavack, T.H.; Kao, K.T.; Leake, 
D.A.; Bauer, H.G., and Berger, H.E.: Am. J. Med. Sc. 236:720 
(Dec.) 1958. 19. Council on Drugs: J.4.M.A. 169:257 (Jan. 17) 
1959. 20. Rein, C.R.; Fleischmajer, R., and Rosenthal, A.R.: 
J.4.M.A. 165:1821 (Dec. 7) 1957. 
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e@But, ee Litile mother, just 
| Doctor,I | ONE 
just can’t | 
| swallow a | BONAD OXIN ! 
lot of ' tablet stops morning sickness 
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scene 


Vi sta r i] quiets agitation 


hydroxyzine pamoate 


an efficient and convenient means of dealing with the prob- 
lem of acute agitation in alcoholic intoxication . . . important 
was the absence of noticeable respiratory depression... .” 


Miller, R. F.: Clin. Rev. 1:10 (July) 1958 


Capsules—25, 50, and 100 mg. Pfizer Laboratories 

Parenteral Solution (as the HCl)— 25 mg. per cc., Division, Chas. Pfizer & Co., Inc. 
10 ce. vials and 2 cc. Steraject® Cartridges; Brooklyn 6, New York 

50 mg. per cc., 2 cc. ampules. Science for the world’s well-being™ 
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ADVERTISEMENTS 35 
\ 
ee Little mother, just 
| | ONE 
i just can’t 
swallow B ONAD OX IN 
| lot of | | tablet stops morning sickness | 
tablets®® \ (you take it at bedtime)99? 


The formula tells why BONADOXIN quickly stops nausea and vomiting of 
pregnancy in 9 out of 10 cases.* Each tiny BONADOXIN tablet contains: 
Meclizine HCI (25 mg.) for antinauseant action / Pyridoxine HCI (50 mg.) for metabolic replacement 
More than 60,000,000 tablets prescribed and taken. Toxicity low, tolerance 
excellent. In bottles of 25 and 100. Usual dose: one tablet at bedtime; severe 
cases may require another on arising. See PDR, p. 779. 

BONADOXIN also effectively relieves nausea and vomiting associated with: 
anesthesia, radiation sickness, Meniere’s syndrome, labyrinthitis, cerebral 
arteriosclerosis and motion sickness. 


After Baby Comes 


For infant colic, try antispas- 
modic BONADOXIN Drops... 
stop colic in 7 out of 8 cases.* 


Each cc. contains: 
Meclizine 8.33 mg. / Pyridoxine 16.67 mg. 


See PDR, p. 779. 
*Bibliography available on request. 


@ New York 17, New York + Division, Chas. Pfizer & Co., Inc. * Science for the World’s Well-Being 
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SPRAINS & LOW 
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RELA—a new myogesic for better 
relaxant and analgesic therapy— 
more adept management of 
spasm and pain in strains, 
sprains and low back pains. 


RELA—though a single drug—is a true 
myogesic and works rapidly 
to achieve three desired effects... 


Rela relaxes acute muscle spasm 
Relief of muscle spasm (96° excellent 
to good effectiveness)! 


Rela provides a unique quality of 

persistent pain relief through 

its relaxant and analgesic actions 
“Relief from pain was usually rapid 

and sometimes dramatic”! 


Rela, through relaxation and analgesia, 
assures daytime ease and nighttime rest 
“,. Anumber of patients reported 
freedom from insomnia which they 
attributed to freedom from pain.”’! 


indications: RELA is most beneficial in those 
conditions of the musculoskeletal system 
manifesting pain, stiffness and spasm. 

safety: Studies of more than 1400 patients 
indicate that the toxicity of RELA is exceptionally 
low. In human subjects, respiratory, 

blood pressure or blood chemistry changes 
and/or renal, hepatic or endocrine dysfunction 
have not been reported. 

dosage: The usual adult dosage of RELA is 

one tablet 3 times daily and at bedtime. 

RELA has a rapid onset of action, with relief 
usually apparent within 30 minutes, and 
persisting for at least 6 hours. 

supply: RELA is available as 350 mg., pink, 
coated tablets in bottles of 30. 


1. Kuge, T.: To be published. 
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ADVERTISEMENTS 


Effective relie* in rheumatic disorders 


Sterazolidin........ 


prednisone-phenylbutazone Geigy 


with less risk of disturbing hormonal balance 


In the treatment of the rheumatic disorders 
new Sterazolidin provides a method of limit- 
ing the gravest danger inherent in steroid 
therapy... hypercortisonism arising from 
excessive dosage. 


Repeatedly it has been shown that the addi- 
tion of low dosage of Butazolidin sharply 
reduces hormone requirement.'*Sterazolidin 
is a combination of prednisone (1.25 mg.) and 
Butazolidin (50 mg.) which provides, in the 
majority of cases, consistent relief at a stable 
uniform maintenance dosage significantly 
below the level at which serious hormonal 
imbalance is likely to occur. 


Sterazolidin® (prednisone-phenylbutazone 
Geigy). Each capsule contains prednisone 
1.25 mg.; phenylbutazone 50 mg.; dried 
aluminum hydroxide gel 100 mg.; magnesium 
trisilicate 150 mg. and homatropine methyl- 
bromide 1.25 mg. 


1, Kuzell, W. C., and others.: Arch. Int. Med. 
92:646, 1953. 2. Wolfson, W. Q.: J. Michigan 
M. Soc. 54:323, 1955. 3. Strandberg, B.: Brit. 
J. Phys. Med. 19:9, 1956. 4. Platt, W. D., dr., 
and Steinberg, |. H.: New England J. Med. 
256:823 (May 2) 1957. 


Geigy, Ardsley, New York 
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Lederle introdgges a Mof antibiotic design 


Strikingly enhances 
traditional advantages 
broad-spectrum 
antibiotics... 


for greater patient-physician benef | 


DECLOMYCIN is a unique fermentation product of a strain 
of Streptomyces aureofaciens—the parent organism of 
AUREOMYCIN™ and ACHROMYCIN.”™ 


DECLOMYCIN singularly achieves: 

* far greater antibiotic activity with far less drug’*** "4 
* greater stability in body media***® 

* unrelenting peak activity throughout therapy*® 

“extra-day” protection through sustained activity’ 


DECLOMYCIN retains: 

* unsurpassed broad-spectrum range of activity*®'*'”* | 
* rapid activity'***" 

* excellent toleration 
* effectiveness against infection 
* rapid diffusion in body tissues and fluids '*** 


1-7,9, 11, 12 


2-5, 7,9, 11,12 


*Chlortetracycline Lederle *Tetracycline Lederle 


Demethyichlortetracycline Lederle 
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Far greater 
activity 
with far less 


Milligram for milligram, DECLOMYCIN brand of 
Demethylchlortetracycline has two to four times the inhibi- 
tory capacity of tetracycline against susceptible organisms. 
Thus, DECLOMYCIN has the advantage of providing sig- 
nificantly higher serum activity levels with significantly re- 
duced drug intake.” 


Actually, DECLOMYCIN demonstrates the highest ratio 
of prolonged activity level to daily milligram intake of any 
known broad-spectrum antibiotic. Reduction of milligram in- 
take of drug reduces hazards of related physical effect on in- 


testinal mucosa. 


*Activity level is a far more meaningful basis of compari- 
son than quantitative blood levels, as Hirsch and Finland 
note. Action upon pathogens is the ultimate value. 
(Hirsch, H. A. and Finland, M.: Antibacterial Activity of 
Serum of Normal Subjects after Oral Doses of Demethyl- 
chlortetracycline, Chlortetracycline and Oxytetracycline. 
New England J. Med. 260:1099 (May 28) 1959.) 
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Unrelenting 
peak antimicrobial attack 
throughout therapy 


The high level of DECLOMYCIN activity is uniquely 
sustained. It is not just an initial phenomenon but is 
constant—maintained on each day of treatment and 
between doses—without noticeable diminution of in- 
tensity. Peak-and-valley control is eliminated, favoring 
continuous suppression of pathogens and consequent 
improvement. 


This DECLOMYCIN constant is achieved through 
remarkably greater stability in body fluids, resistance 
to degradation and a low rate of renal clearance—all 
supporting antibiotic activity for extended periods. 


Demethyichlortetracycline Lederle 
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activity 


for security 
against relapse 


DECLOMYCIN maintains significant antibacterial 
activity for one to two days after discontinuance of 
dosage—a major distinction from other antibiotics. 
Previous drugs have declined abruptly in activity fol- 
lowing withdrawal. 


DECLOMYCIN thus gives the patient an unusual 
degree of protection against resurgence of the primary 
infection, and against secondary infection...sequelae 
not infrequently encountered and often resembling a 
“resistance problem.” Consequently, reinstitution of 
therapy or a change in therapy should rarely be 


necessary. 
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unrelenting peak attack 


—enhancing the unsurpassed features of 
tetracycline ...for greater physician-patient benefits 


Demethylchliortetracycline Lederle 
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major contribution 


Lederle 


research 


in the distinctive dry-filled duotone capsule 


Demethyichlortetracycline Lederle 
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Pediatric Drops, 60 mg. per cc. 
Oral Suspension, 75 mg. per 5 cc. tsp. 


Reports presented at Seventh Annual Symposium on Antibiotics, Mayflower Hotel, Wash- 
ington, D. C., November 4-6, 1959: 1. Boger, W. P. and Gavin, J. J.: Demethylchlortetra- 


cycline: Serum Concentration Studies and Cerebrospinal Fluid Diffusion. 2. Chavez Max, 

G.: Therapeutic Evaluation of Demethylchlortetracycline in Human Brucellosis. 3. Duke, 

C. J.; Katz, S., and Donohoe, R. F.: Demethylchlortetracycline in the Treatment of Pneu- i 
monia. 4. Finland, M.; Hirsch, H. A., and Kunin, C. M.: Observations on Demethyl- a 
chlortetracycline. 5. Fujii, R.; Ichihashi, H.; Minamitani, M.; Konno, M., and Ishibashi, os 


T.: Clinical Results with Demethylchlortetracycline in Pediatrics and Comparative Studies 
with Other Tetracyclines. 6. Garrod, L. P. and Waterworth, P. M.: The Relative Merits of 
the Four Tetracyclines. 7. Kanof, N. B. and Blau, S.: A Clinical Evaluation of Declomycin 
Demethylchlortetracycline in the Treatment of Pustular Dermatoses. 8. Kunin, C. M.; 

Dornbush, A. C., and Finland, M.: Distribution and Excretion of Four Tetracycline of 

Analogues in Normal Men. 9. Marmell, M. and Prigot, A.: The Use of Demethylchlortetra- Cli 

cycline in Gonorrhea, Lymphogranuloma Venereum, and Donovanosis. 10. Olarte, J.: The 

Sensitivity of Selected Strains of Shigella, Salmonella and Enteropathogenic Escherichia 0 

coli to Demethylchlortetracycline and Tetracycline. 11. Perry, D. M.; Hall, G. A., and WG. 
Kirby, W. M. M.: Demethylchlortetracycline: A Clinical and Laboratory Appraisal. 12. 

Roberts, M. S.; Seneca, H., and Lattimer, J. K.: Demethylchlortetracycline in Genitouri- ‘ f. 

nary Infections. 13. Ross, S.; Puig, J.R.; and Zaremba, E. A.: Absorption of Demethylchlor- WO Av 
tetracycline in Infants and Children: Some Preliminary Observations. 14. Vineyard, 
J. P.; Hogan, J., and Sanford, J. P.: Clinical and Laboratory Evaluation of Demethyl- 
chlortetracycline. 


LEDERLE LABORATORIES, 
a Division of AMERICAN CYANAMID COMPANY 
Pear! River, New York 
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no irritating crystals + u 
STERILE OPHTHALMIC SOLUTION 


PREDNISOLONE 2j-PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


“The solution of prednisolone has the 
advantage over the suspension in that no 
crystalline residue is left in the patient’s 
cul-de-sac or in his lashes. ... The other 
advantage is that the patient does not have to 
shake the drops and is therefore sure of 
receiving a consistent dosage in each drop.’’? 


1. Lippmann, O.: Arch. Ophth. 57:339, March 1957. 

2. Gordon, D.M.: Am. J. Ophth. 46:740, November 1958. 
supplied: 0.5% Sterile Ophthalmic Solution NEO- 
HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
Ophthalmic Solution HYDELTRASOL®. In 5 cc. and 2.5 cc. 
dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
and 0.25% Ophthalmic Ointment HYDELTRASOL. 

In 3.5 Gm. tubes. 


HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., INC. 


@ MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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ADVERTISEMENTS 


Announcing 


Decongestant / Antihistamine we 


provides symptomatic relief of 
nasal congestion and rhinor- 
rhea of allergic or infectious 


ori £ 892 Many patients whose symptoms are inadequately con- 
trolled by decongestants or antihistamines alone respond promptly and 


favorably to ‘ACTIFED’. in each tsp. 
‘ACTIFED’ contains: Tablet Syrup 

‘Actidil’® brand Triprolidine Hydrochloride 2.5 mg. 1.25 mg. 

‘Sudafed”® brand Pseudoephedrine Hydrochloride 60 mg. 30 mg. 


safe and effective for patients 
of all ages suffering from 
respiratory tract congestion 


DOSAGE 
TABLETS SYRUP (5 cc. tsp.) 
Adults and older children 1 2 ane 
Children 4 months to 6 years of age % 1 times 
Infants through 3 months - % daily 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ADVERTISEMENTS 


WHEN BLOOD PRESSURE MUST COME DOWN... 


When hypertensive symptoms such as dizziness, 
headache and fainting are frequent enough and 
severe enough to interfere with your patient’s activ- 
ity and safety—then it is time to consider the bene- 
ficial actions of Serpasil-Apresoline. Both Serpasil 
and Apresoline lower blood pressure. When the 
Serpasil-Apresoline combination tablet is prescribed, 
blood pressure response is even better. In addition, 
Serpasil contributes favorable calming and _heart- 
slowing effects. Apresoline increases renal blood 


flow, decreases cerebral vascular resistance and in- 
hibits the actions of humoral pressor agents. Com- 
bined with Serpasil, Apresoline is effective at a lower 
dosage, thus side effects are rarely a serious problem. 


suppiep: Tablets #2 (standard-strength), each ining 0.2 mg. of Ser- 
pasil and 50 mg. of Apresoline. Tablets #1 (half-strength), each containing 
0.1 mg. of Serpasil and 25, mg. of Apresoline. Samples available on request. 


serpasil-Apresoling 


hydrochloride 
(reserpine and hydralazine hydrochloride c1Ba) 


SUMMIT, NEW JERSEY 
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more closely approaches the ideal diuretic 


Squibb Benzydroflumethiazide 


aturetin 


“When compared to other members of this heterocyclic group 
of compounds, this drug [NATURETIN] shows a significantly in- 
creased natriuresis and decreased loss of potassium and bicar- 
bonate. In this respect it more closely approaches a natural or 
‘ideal diuretic.’ It is effective upon continuous administration and 
causes no significant serum biochemical changes. It is effective 
in a wide variety of edematous and hypertensive states and 
represents a significant advance in diuretic therapy.” Ford, R.V.: 
Pharmacological observations on a more potent benzothiadiazine 
diuretic; accepted for publication by the American Heart Journal. 


Comparison of electrolyte excretion pattern for the 24 hours following 
typical doses of chlorothiazide, hydrochlorothiazide, and Naturetin! 


1.5 160 170 5 
1.0 
9 
c HC N c HC | N c HC N 
15 140 
0 
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7 
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Typical Doses: Chlorothiazide —1,000 mg.; Hydrochlorothiazide—50 mg.; Naturetin (Benzydroflumethiazide)—5 mg. 


1. Adapted from: Ford, R. V., Squibb Clin. Res. Notes 2:1 (Dec.) 1959. 
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A single 5 mg. tablet once a day 
provides all these advantages’ 


prolonged action — in excess of 18 hours 

convenient once-a-day dosage 

low daily dosage — more economical for the patient 

no significant alteration in normal electrolyte excretion pattern 

repetitively effective as a diuretic and antihypertensive 

greater potency mg. for mg.—more than 100 times as potent as chlorothiazide 
potency maintained with continued administration 

low toxicity — few side effects — low salt diets not necessary a 
comparative studies with chlorothiazide, hydrochlorothiazide, and Naturetin | 
disclose that smallest doses of Naturetin produce greater weight loss per day 

in hypertension, Naturetin, alone or in combination with other anti- 

hypertensives, produces significant decreases in mean blood pressure 

and other favorable clinical effects 

® purpura and agranulocytosis not observed 

e allergic reactions rarely observed 


2Reports (1959) to the Squibb Institute for Medical Research. 


Naturétin —Indications: in control of edema when diuresis is required, in congestive heart failure, 

in the premenstrual syndrome, nephrosis and nephritis, cirrhosis with ascites, edema induced by drugs 
(certain steroids); in the management of hypertension, used alone, combined with Raudixin (Squibb 
Rauwolfia Serpentina Whole Root), or with other antihypertensive drugs, such as ganglionic blocking agents. 


Contraindications: none, except in complete renal shutdown. 


Precautions: when Naturetin is added to an antihypertensive regimen including hydralazine, 

veratrum, and/or ganglionic blocking agents, immediate reduction must be made in the dosage for all 
preparations; the dosage for ganglionic blocking agents must be decreased by 50% to avoid a precipitous 
drop in blood pressure. This also applies if these hypotensive drugs are added to an established Naturetin 
regimen ... in hypochloremic alkalosis with or without hypokalemia . .. in cirrhotic patients or those on 
digitalis therapy when reductions in serum potassium are noted . . . in diabetic patients or those 


predisposed to diabetes . .. when increased uric acid concentrations are noted .. . when signs— : 
leg or abdominal cramps, pruritus, paresthesia, rash —suggestive of hypersensitivity, are noted. : 4) 
Naturétin — Dosage: in edema, average dose, 5 mg., once daily, preferably in the 


morning; to initiate therapy, up to 20 mg., once daily or in divided doses; for 
maintenance, 2.5 to 5.0 mg., daily in a single dose. Jn hypertension: suggested 
initial dose, 5 to 20 mg. daily; for maintenance, 2.5 to 15 mg. daily, depending 
on the individual response of the patient. When Naturetin is added to an anti- 


hypertensive regimen with other agents, lower maintenance doses of each I . ‘ : 
drug should be used. Squibb Quality — 4) 

the Priceless 

Ingredient 


Naturétin — supplied: tablets of 2.5 mg. and 5 mg. (scored). 


‘ravorxine® AND ‘NATURETIN’ ARE SQUIBB TRADEMARKS. 
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ADVERTISEMENTS 


Financing Your New Clinic Building 


Early in your planning for your new clinic or medical practice building, you will meet 
the question of financing its construction. 


We would like to suggest a consultation with the Mortgage Loan Department of 
Farmers & Bankers Life. Over the past twenty years we have made a number of first 
mortgage loans to doctors throughout the state, for the construction of their own clinic oe 
or office buildings. 


Ours is a Kansas-incorporated company which has been in business for 47 years, with 
home offices in Wichita and assets currently exceeding $44 millions. We shall welcome 
an opportunity to take part in your planning — in strictest confidence and without 
obligation to you. 


Farmers & Bankers Life 


INSURANCE COMPANY ¢ HOME OFFICE,WICHITA 


Mortgage Loan Department 


ANNOUNCING “EASES MUSCLE 

SCHERING'S | SPASM & PAIN 
NEW SPRAINS, STRAINS, 

MYOGESIC* LOW BACK PAINS 


CARISOPRODOL 


*MYOGESIC 


muscle : 
relaxant analgesic 
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| Raise the Pain Threshold 


IMUM SAFE ANALGESIA 


: Phenaphen with Codeine provides 
intensified codezne effects with 


Of Bdyerse reactions. 

| | the use of morphine or 
gynthetione reotics, even in | 
a many cages of Tate ca niger. 


Three Strengths — 
PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 


PHENAPHEN NO. 3 
Phenaphen with Codeine Phosphate 1 gr. (32.4 mg.) 


PHENAPHEN NO. 4 
Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
4 Also — 

PHENAPHEN ein each capsule 
Acetylsalicylic Acid 24% gr. . (162 mg.) 
Phenacetin 3 gr. ....... (194 mg.) 
Phenobarbital 4% gr...... (16.2 mg.) 
Hyoscyamine sulfate ..... (0.031 mg.) 


Robins 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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build appetite 
with 
B complex 
vitamins 


prevent ] 
nutritional 


anemia 


with ferric pyrophosphate, 
a form of iron 
exceptionally 
well-tolerated 


in taste-tempting promote 

Average dosage, 1 teaspoonfui E pro ein up da e 
(5 cc.) contains: 
NOM 300 mg. with the 
Vitamin Biz Crystalline . . . 25 megm. potentiating effect 
Thiamine HCI(Bi) ..... 10 mg. ; 
Pyridoxine HCI(Be). . . 5 mg. of |-Lysine on 


Ferric Pyrophosphate (Soluble) 250 mg. 
iron (as Ferric Pyrophosphate) 30 mg. 


* Bottles of 4 and 16 fil. oz. 


low-grade 
protein foods 
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ere what 
you can expect 
when you prescribe 


Case Profile* 


A 28-year-old married woman, a secre- 
tary in a booking agency, complained of 
severe and consistent pain and cramps wey ic | 
in the abdomen during her menstrual 

periods. Psychologically, she described 
the first two days as “climbing the walls.” 
Menarche occurred at age 13. She has a 
regular twenty-eight day menstrual 
cycle and a four day menstrual period. 

Trancopal was given in a dose of 100 
mg. four times a day for the first two 
days of the four day period. In addition 
to the relief of the dysmenorrhea she also 
noticed disappearance of a “bloated feel- 
ing” that had previously annoyed her. 
She has now been treated with Trancopal 
for one and one-half -years with excellent 
results. Other medication, such as codeine 
or aspirin with codeine, had relieved the 
pain, but the patient had had to stay 
home. Because her father is a physician, 
many commercial preparations had been 
tried prior to Trancopal, but no success 
had been achieved. 

Before taking Trancopal this patient 
missed one day of work every month. For 
the past year and a half she has not 
missed a day because of dysmenorrhea. 


for dysmenorrhea 


and premenstrual tension 


for low back pain 


‘AAJ 7 i 
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Case Profile* 


A 42-year-old truck driver and mover 
injured his back while moving a piano. 
The pain radiated from the sacral region 
down to the region of the Achilles tendon 
on the right side. X-rays for ruptured 
disc revealed nothing pertinent. The day 
of the injury he was given Trancopa! im- 
mediately after the physical examina- 
tion. Although 100 to 200 mg. three times 
a day were prescribed, the patient on his 
own responsibility increased the dosage 
of Trancopal to 400 mg. three times a 
day. This dosage was continued for three 
days and then gradually reduced over a 
ten day period. During this time, the pa- 
tient continued to drive his truck. The 
muscle spasm was completely controlled 
and no apparent side effects were noted. 
For the past six months, the patient 
has continued to take Trancopal 100 to 
200 mg. as needed for muscle spasm, par- 
ticularly during strenuous days. 


*Clinical Reports on file at the Department 
of Medical Research, Winthrop Laboratories. 


Turn page for complete listings of Indications and Dosage. 


hh THE FIRST TRUE "TRANQUILAXANT” 


potent MUSCLE RELAXANT 
effective TRANQUILIZER 


¢ In musculoskeletal disorders, effective in 91 per cent of patients.! 
* In anxiety and tension states, effective in 89 per cent of patients.! 
e Low incidence of side effects (2.3 per cent of patients). Blood 
pressure, pulse rate, respiration and digestive processes are 
unaffected by therapeutic dosage. It does not affect 
the hematopoietic system or liver and kidney function. 
¢ No gastric irritation. Can be taken before meals. 
¢ No clouding of consciousness, no euphoria or depression. 


Indications 1-6 


Musculoskeletal: Psychogenic: 

Low back pain Fibrositis Anxiety and tension 

(lumbago, etc.) Ankle sprain, tennis states 
Neck pain (torticollis) elbow Dysmenorrhea 
Bursitis Myositis Premenstrual tension 
Rheumatoid erthritis Postoperative muscle Asthma 
Osteoarthritis spasm Angina pectoris 
Disc syndrome Alcoholism 

Now available in two strengths: 


= Trancopal Caplets®, 
ee 100 mg. (peach colored, scored) , bottles of 100. 


NEW Trancopa! Caplets, 
STRENGTH é or te) 200 mg. (green colored, scored), bottles of 100. 


Dosage: Adults, 100 or 200 mg. orally three or four times daily. Relief of symptoms occurs 
in from fifteen to thirty minutes and lasts from four to six hours. 


(| LABORATORIES 
New York 18, N. Y. 


a References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. 
2. Lichtman, A. L.: New developments in muscle relaxant therapy, Kentucky Acad. Gen. 
‘ Pract. J. 4:28, Oct., 1958. 3. Lichtman, A. L.: Relief of muscle spasm with a new central 
a muscle relaxant, chlormezanone (Trancopal), Scientific Exhibit, Meeting of the Inter- 
nationa! College of Surgeons, Miami Beach, Fla., Jan. 4-7, 1959. 4. Ganz, S. E.: Clinical 
evaluation of a new muscle relaxant (chlormethazanone), J. Indiana M. A. 52:1134, 
: July, 1959. 5. Mullin, W. G., and Epifano, Leonard: Chlormezanone, a tranquilizing 
‘ agent with potent skeletai muscle relaxant properties, Am. Pract. Digest Treat. 10:1743, 
Oct., 1959. 6. Shanaphy, J. F.: Chlormezanone (Trancopal) in the treatment of dys- 

menorrhea; a preliminary report, Current Therap. Res. 1:59, Oct., 1959. 


Trancopal (brand of chlormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 140&M Printed in U.S.A. 
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MANY CANCERS ARE CURABLE... NOW. These are words of hope 
for the thousands of cancer patients who see their physicians in time. 


Tremendous gains can be made... now... in three of the most common 
cancer sites: breast, cervix, rectum. The annual health checkup can 
often detect early cancers in these sites at a time when presently avail- 
able methods of treatment can effect many more cures than are being 


achieved today. 


The American Cancer Society, therefore, in its broad public education 
program, emphasizes the importance of annual physical examinations 


for all adults. 
Together an alerted public and the medical profession can win a major 
victory over cancer... now. 


AMERICAN 
CANCER 
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steadily gained recognition by impressive clinical per- 

formance. Now come reports of in vivo and in vitro biological 3° “English, ntibloties” & Chemother; 
pe biochemical evaluations that show TAO to be indeed  8:420 (Aug.) 1958. 

unique.’ 

TAO differs from other antibiotics in that it is metabolized to 
multiple active compounds which remain active througho::t 
their presence in the body. These 7 derivatives (in addition 
to TAO) show activity against common Gram-positive patho- 
gens, including resistant strains of Staph. aureus. 

In light of these findings, take another look at TAO perform- 
ance: « 92% success in published cases of Gram-positive 
respiratory, skin, soft tissue and genitourinary infection 
e Effective against 78% of 64 “antibiotic-resistant” epi- 
demic staphylococci. (In the same study, chloramphenicol 
was active against 52%; erythromycin against only 25%)? 
e No side effects in 94%; infrequent reactions mild and 
easily reversed Quickly absorbed Highly palatable. 

Sound reasons to: Start with TAO to end 9 out of 10 common 
Gram-positive infections. 


(triacetyloleandomycin) 


Suasted TAO Capsules—250 mg., and 125 mg., bottles of 60. infections Capsules/Oral Suspension 

T for Oral Suspension —125 > per tsp cc.) when re- 0 

constituted; unusually palatable cherry flavor; 60 cc. bottle. 

Prescription only. 

Other TAO forms available: TAQ Pediatric Drops: flavorful, e LY. 

emergencies, Prescriptio Science for the World’s Well-Being 


venous: in clinical emergencies. Prescription only. 


NEW EVIDENCE SUGGESTS ANOTHER REASON FOR PRESCRIBINGTAQ = | 
TAO. ‘TARA IFES INTO 7 : 
TIVE DERIVATIVES |- \ \\ —“X) 43 
= - C8 \\ § > : 
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Prairie View Hospital 


Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 


mittee. 


CLASSIFIED ADVERTISEMENTS 

Doctor, age 29, returning from term of service in Indonesia 
desires locum tenens beginning about August 1, 1960. Kansas 
License. 1956 graduate of Kansas University. Also interested 
in association with a surgeon for a year. Write the JOURNAL 
1-1159, 

Well equipped-well staffed hospital is in need of a good gen- 
eral practitioner. Possibility of association with an established 
Ar tg and still maintain independence. Write the JouRNAL 


-115 

FOR SALE—One Tower Company Femur set and One Hu- 
merus set. All new instruments, a complete list of items will 
be sent on request. Write the JourNAL 3-1159. 

FOR SALE—Physicians equipment and furniture located 
in a university community. Good location, reasonable rent, 
Apothecary next door, excellent opportunity for a young man 
to — over well established practice. Write the JourRNAL 


1-1 

WANTED—General Practitioner to take over practice of 
retiring Physician and Surgeon. Good, modern town, Eastern 
Kansas. Hospital, Schools, Churches. Write the JouRNAL 
2-1259. 


CHANGED YOUR ADDRESS 
RECENTLY? 


If you have changed your address recently, 
or intend to do so shortly, please return this 
coupon properly filled out to insure uninterrupt- 
ed delivery of your copies of THE JOURNAL. 
Send your change of address to: THE JOURNAL 
OF THE KANSAS MEDICAL SOCIETY, 315 W. 
4th St., Topeka, Kansas. 


New address: 


(Duplicate copies cannot be mailed to re- 
place those undelivered through failure to 
notify this office of your change in address. 
Please notify us before 15th of the month.) 


Medical Appliances 


Our medical appliance department does 
expert fitting of: 


Elastic hosiery Dorso-lumbar supports 
Breast prostheses Lumbo-sacral belts 
Cervical braces Maternity brassieres 
Taylor back braces Maternity belts 

Rib belts Trusses 


Pelvic traction belts 


Fittings by prescription only 


Munns Medical Supply Company 
Topeka, Kansas 


Tenth and Hdrne Streets Telephone CE 5-5383 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. 


Atl PHYSICIANS 


COME FROM 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 


| 
Former address: 
8 
2 
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SPOON LICKIN’ 
GOOD SULFA! 


it’s 
delicious 
cherry- 


flavored for children 


KYNEX 


ACETYL PEDIATRIC SUSPENSION 


N! Acety! Suifamethoxypyridazine Lederie 


just 1 dose a day ... achieves rapid therapeutic levels ...sustained for 24 hours... extremely low incidence 
of sensitivity reactions and renal complications... convenient, highly economical... 


ALWAYS ACCEPTABLE...WHENEVER SULFAS ARE INDICATED 


Recommended dosage: first-day dose is 1 teaspoonful (250 mg.) for each 20 Ibs. body weight up to 80 Ibs. For each day 
thereafter, 12 teaspoonful for each 20 ibs. For 80 Ibs. and over, use adult dosage of 4 teaspoonfuls (1.0 Gm.) initially, 
and 2 teaspoonfuls (0.5 Gm.) daily thereafter. Administer immediately after a meal. 

Supplied: Each teaspoonful (5 cc.) contains 250 mg. of sulfamethoxypyridazine activity. Bottles of 4 and 16 fil. oz. 


: LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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THE LATTIMORE-FINK The Neurological Hospital 
2625 West Paseo, 


LABORATORIES 
KANSAS CITY, MISSOURI 


Topeka — El Dorado 
Kansas 


& 


Fink, M.D., Pathologist-Director A voluntary hospital providing the care and 
Ferraro, M.D., Pathologist treatment of nervous and mental patients 


Lattimore, M.D., Pathologist and associate conditions. 


Keith, B.S., Chemist 


Hull, A.B., Bacteriologist 


A. A, 

D. T. 

J. L. 

H. C. Ebendorf, M.T., Serologist 
A.C. 

A. 

W. B. Norris, A.B., Chemist 


Manufacture and Fitting of 
Orthopedic Braces and Surgical 


Anatomical and Clinical Appliances Is Our Business 


Pathology Factory service with graduate fitters and 


A.M.A. Approved School of certified orthotist with over 60 years of ex- 
Medical Technol ogy perience to serve Doctor and Patient. 


PETRO’S SURGICAL APPLIANCES 


Containers Furnished Upon Request 618-20 Quincy Topeka, Kans. Ph. CE-40207 


MOVING? 

When you change your address, be sure to notify the JOURNAL, preferably one month in 
advance. In that way, you'll get every issue on time. Simply print your name, old address, 
and new address, on a postal card and send to: THE JOURNAL OF THE KANSAS MEDICAL 
SociETY, 315 W. 4th St., Topeka, Kansas. 


Nationally advertised Surgical Supplies and Equipment for your convenience ai 
Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


PATRONIZE JOURNAL ADVERTIZERS 


It is advertisers who make possible the publication of the Journal in its present form. 


They are deserving of your patronage. 


$ 
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TID K\ AT] T OTT A \AT K\AT \T TT 977 A\ / \ 
IFOIR SILMIWILTAN! US IMMUNIZATION 
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AGAUNS I St IDISTEAS TESS 


Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 
-WE JUST IT'S SINCE THANK 
ISN'T MARVELOUS // TETRAVAX, THE 
IT THE ENTIRE 
CIVILIZED VILI 

FABULOUS WORLD 
LOVES 


UNBELIEVABLE!/ ) snoTs!/ 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 ce. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX 1S A TRADEMARK OF MERCK & CO,, INC, 


&D MERCK SHARP & DOHME, pivision or MERCK & CO., INc., PHILADELPHIA 1, PA. 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical 
Artificial Limbs 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 
Made to Order in 
Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


IF YOU CAN'T SAY GOOD 
ABOUT OTHERS, 'TIS BEST TO 
SAY NOTHING AT ALL. 


since 1899 


KANSAS CITY Office: 
R. E. McCurdy, Rep. 
2933 W. 43rd St. 
Tel. Yellowstone 2-8929 
(If no answer, call Logan |-1498) 


Index to Advertisers 


Armour Pharmaceutical Company 22 


Burroughs Wellcome and Company, Inc. ... 40, facing 54 


Ciba Pharmaceutical Products, Inc, .............. 41, 47 
Farmers and Bankers Life Insurance Company ......... 44 
Hanicke, P. W., Manufacturing Company ............ 54 
sraaxeranecin 17, 23, center section, 32, 33, facing 38, 46, 51 
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advertisers under contract are subject to ap- 
proval of the editorial board. Copy should be 
received by the 15th of the month immediately 
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Synonyms for 
Pain Relief... 


‘TABLOID’ 


IN digs: 
simple headache 
rheumatic conditions 
arthralgias 


myalgias 
Acetophenetidin ...... gr. 2% yae 
Acetylsalicylic Acid .... gr. 3% common cold 


earache 
‘TABLOID’ dysmenorrhea 
neuralgia 
minor trauma 
® tension headache 
premenstrual tension 
minor surgery 
WITH post-partum pain 
trauma 
oo FRE * neoplasm 
dal muscle spasm 
colic 
migraine 
No. 1 Acetophenetidin ...... gr. 22 musculo-skeletal pains 
Acetylsalicylic Acid .... gr. 342 postdental surgery 
post-partum involution 


N fractures 
0. 2 Acetophenetidin ...... gr. 2’ synovitis /bursitis 
Acetylsalicylic Acid .... gr. 3% 


CANINE: gr. relief of pain 
of all degrees of 


0. 3 Acetophenetidin ...... gr. 2'2 Severity up to 


Acetylsalicylic Acid .... gr. 3% that which 
N 0 4 AND IN 
Acetophenetidin ...... gr. 
Acetylsalicylic Acid .... gr. 3% fevers 
dads gr. Ye dry, 
unproductive coughs 


“Subject to Federal Narcotic Regulations 


BURROUGHS WELLCOME & CO. (U.S.A.) ING., Tuckahoe, New York 
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Your experience and trust throughout the 
years have established the wide use of the 
‘Empirin' family in medical practice— 
dependable analgesics for the effective relief 
of pain, fever, and cough—with safety. 
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100 ——-— 100 
‘EMPIRAL™® 
‘Empirin’= 
and DRY 
& 
100 
Codeine Phos; phate, Ne. Phosphate, owe 
Compound _compound 
Codvine Phosphate, Ne te Phos phate, No. 4 CAUTION. 
OF AND DRY _ ANG ORY 
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4 
i 
Tuckahoe, New York 
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AN AMES CLINIQUICK’ 

CLINICAL BRIEFS FOR MODERN PRACTICE Order of Frequency of Presenting Symptoms in 110 
Patients 
No. of Per cent of 
WHY iS DIABETES IN INFANTS Symptoms Patients total group 
Polyuria 93 84.5 
? Polydipsia 89 81.0 
a Weight loss 47 42.7 
Because of the infrequency of the disease in Anorexia 16 14.5 
this age group, its sudden onset, the profusion 
of inconsistent presenting symptoms, and be- Vomiting 5 45 
cause the accompanying sy mptoms of anorexia 3 
and vomiting are also characteristic symptoms “Sticky diaper” 3 2.7 
“Strong odor to urine” 2 1.8 
of many other ills of infancy. 
*Source: Traisman, H. S.; Boehm, J. J., and Newcomb, Hypoglycemia z 1.8 
A. L.: Diabetes 8:289, 1959, Personality change 1 0.9 
Boils 1 0.9 
for those pediatric puzzlers...“A routine urinalysis Headache 1 0.9 
and blood sugar should be done whenever the renin cranes ; 1 0.9 
Adapted f Traisman, H. S.; Boehm, J. J. 
possibility of diagnosing diabetes is entertained.”* comb, 
the standardized urine-sugar test for reliable quantitative estimations 


i AMES COLOR-CALIBRATED + full-color calibration, clear-cut color changes 

| etna + established “plus” system covers entire critical range 

AN) standard blue-to-orange spectrum 
CLINITEST ¢ standardized, laboratory-controlled color scale 


BRAND Reagent Tablets e4060 e “urine-sugar profile’ graph for closer control 
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when anxiety 

takes the form | 
of apathy, 
listlessness and 


emotional fatigue 


brand of trifluoperazine 


the unique tranquilizer 


that relieves anxiety and restores normal drive 


e often effective where other agents fail 

e fast therapeutic response with very low doses 

e side effects infrequent, usually slight and transitory 
e convenient b.i.d. administration 

e well-accepted by patients 


AVAILABLE: For use in everyday practice—1 mg. tablets, in bottles 
of 50 and 500. USUAL DOSAGE: One 1 mg. tablet, b.i.d. (morning 
and night). Additional information available on request from 
Smith Kline & French Laboratories, Philadelphia 1. 


‘ 


